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CHAPTER I. 

ANATOMY. 

A. External Genttaxs. 



The lower end of the abdomen 
is limited by the fnons Veneris 
(Fig. 1, n), situated over the bony 
symphysis of the pelvis. It is a 
snbcutaneons accumulation of fat 
peculiar to the female sex. At 
puberty it becomes covered with 
hair. 

Below, in a sagittal direction, 
hes the pudendum muliebre^ the 
vulva (Fig. 1). It is formed, in 
the first place, by the labia majora 
(Fig. 1, a), the analogues of the 
scrotum. In virgins, the labia 
majora are in contact; in multi- 
parsa and in nulliparous prosti- 
tutes they are gaping. Posterior- 
ly, the labia majora converge and 
imperceptibly blend with the sur- 
roundings; at times they are join- 
ed by a cutaneous fold which 
becomes especially distinct when 
they are drawn apart. Above the 
latter is a depression, the fossa 
navicolaris (Fig. 1, Jc). Between 
the labia majora are the labia 
minora (Fig. 1, d)^ having but 
half the length of the former. 
1 
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Fig. 1.— Brtctrnal GenltalB (achenuitic). a a, 1 
majora; 6, proputium clitoridis; c, clitoiia; d d, 
labia minora; e e, openings of the efferent ducts of 
Bartholin's glands; //, the upper ends of the labia 
minora coalescing into the prseputium clitoridis; 
g g, the crura of the clitoris, likewise springing 
from the labia minora; h, the ftvnulum, the pos- 
terior commissure of the labia minora; i, the open- 
ing of the urethra; fc, fossa naTicularis; 2, hjmen; 
m, Introitus vaginflB ; n^ mons Veneris. 
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Thej are cockscomb-like, not rery thick cotaneoiu lobes of yarying 
length and breadth. In yirgins they can be made yidble only by separat- 
ing the labia majora. In maltiparae and in women excessiyely indulging 
in sexual intercourse, the labia minora project far outward from between 
the labia majora, in the shape of triangular, wrinkled, brownish-colored, 
flabby cutaneous lobes deyoid of fat Posteriorly the labia minora are 
frequently joined by a membranous fold, the frenulum (Fig. 1, h). This 
fold is yariable, so that some authors ascribe it to the labia majora. 
After a perineal rupture has destroyed the frenulum or the posterior end 
of the yulya, the labia minora are seen exposed, and between them the 
transyersely corrugated, descended yaginal wall. Aboye, the labia minora 
diyide into two pair of crura, the upper of which forms, as it were, a roof 
aboye the clitoris (Fig. 1, b), as the prseputium clitoridis (Fig. 1,//). 
The lower or inner pair joins the clitoris as the crura clitoridis (Rg. 1, 
g g). Posteriorly at e are the external openings of the efferent ducts of 
Bartholin's glands. 

The clitoris (Fig. 1, c) represents a miniature penis. It is formed by 
two conyerging cayemous bodies, springing from the pubic arch. It is 
erectile, is amply proyided with yessels and nerves, and in its erect con- 
dition it doubles its size. 

The urethra (Fig. 1, t) terminates in the triangle limited by the cli- 
toris, its crura, and the introitus yagin». The urethral orifice is often 
quite smooth, often too it is fringed, irregularly surrounded by processes 
of the mucous membrane which look like hymenic remnants. 

In front of the entrance to the yagina, but back of the fossa nayicu- 
laris and the yestibule, a duplicature of the mucous membrane, usually 
concaye externally, is expanded — the hymen (Fig. 1, T). The thickness 
and form of this membrane are variable; it may completely occlude {h, 
imperforatus) the introitus (Fig. 1, m), it may be attached all around, 
or it may have several, usually two adjoining openings (A. cribrifonnis). 
Coition causes several lacerations of the hymen, but its form in the main 
is preserved. Parturition, however, destroys the hymen, nothing remain- 
ing to mark its place but some quite small membranous prominences 
termed carunculm myrtiformes. Although this is the usual condition, 
the presence of larger portions or even of the entire hymen does not 
absolutely exclude the possibility of a previous labor. 

Posteriorly at the vulva, near the posterior commissure, is a lobulated 
gland, that of Bartholin, also termed the vulvo-vaginal or vulvo-vestibu- 
lar gland. It is often irregular in form, is from fifteen to twenty milli- 
metres long, and has an efferent duct which terminates near the middle 
of the vestibular wall where the hymen arises (Fig. 1, e e). This gland 
secretes a liquid even in childhood. In virulent catarrhs the gland often 
becomes inflamed and suppurates. 
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B. IirrBBNAL Genitals and Pelvic Organs. 

AboTe the hymen, and extending up to the uterus, is the vagina, a 
muscular tube which in its superior concavity nearly reproduces the 
currature of the posterior pelvic wall. The vagina is from seven to 
eight centimetres long. If measured with a rule from the posterior com- 
missure, the vagina being stretched as much as possible, we obtain a 
length of twelve centimetres. The anterior wall is shorter than the 
posterior, representing a segment of a circle concentric with the latter, 
but with smaller radius. Above, the vagina is joined to the vaginal por- 
tion of the uterus, with which the vaginal mucosa blends. Below, the 
vagina is connected firmly with the rectum and urethra, more loosely in 
its upper portion. The vagina is excessively distensible and contains in 
its wall numerous plexu- 
ses of veins. On dividing 
the lower third of the va- 
gina transversely, we ob- 
serve that the anterior and 
posterior walls project 
between the parallel late- 
ral walls, approximating 
the shape of an |-|- 
Above, the vagina is 
smoother and its walls 
thinner than below. But 
in the immediate neigh- 
borhood of the uterus the 
walls again grow thicker. 
Below anteriorly and 
posteriorly are the so- 
called columnsB rugarum, 
ridges projecting into the lumen, which become somewhat flattened by 
coition and childbirth. In descent of the vagina, the columnsB are pen- 
dulous and may even become visible as narrow or broad projections. 
That part of the vagina which lies above the distinctly palpable edges of 
the levator ani has thinner walls and is not tubular, but has somewhat 
the form and position of the empty bladder. The wall of the vagina con- 
tains both elastic and mnscular fibres, the latter of which form a circular 
accumulation around the introitus — the sphincter cunni. The superficial 
membrane of the vagina is in reality not a mucous membrane, but a 
cutis, for it is devoid of glands. Although glands have been found in 
some vaginae — a fact, by the way, which has not been firmly established — 
their number is at all events very small; too small to make the secretion 
of the glands of any importance. The moisture of the vagina is due 




Fxo. 2.— Internal Genitals, a, Body of the uterus; b, vaginal 
portion with the external os ; c, tube ; d, abdominal opening of 
the tube, flmbrin ; e, ovaiy ;/, ovarian ligament ; p, broad liga- 
ment; As vagina; i, fundus of the uterus; k, ovarian fimbria 
of the tube; I, infundibulo-pelvic ligament; m, mesosalpinx; 
«, ala vespertilioais, inclosing the parovarium between its 
two plates. 
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rather ix) the uterine secretion; in part, perhaps, also to that of Bartho- 
lin's glands. If inversionfl and prolapsus hare rendered this moistening 
of the yagina impossible, it becomes dry and assumes the character of the 
external skin. 

The uterus (Fig. 2, t a d), is exactly pear-shaped and is united to the 
yagina in such a manner that its lower part projects more or less into the 
latter; hence the term, the vaginal portion of the uterus. The uterus is 
diyided into the body and the cervix^ the demarcation being at the inter- 
nal 08. Externally in front, the limit of the body and cervix is the point 
of duplicature of the peritoneum; internally, the termination of the 
palm89 plicatse, superficial folds of mucous membrane. 

The uterus consists of smooth muscular fibres. The uppermost layer, 
situated like a cap above the fundus, its intimately connected with the 
peritoneum, so that the latter cannot be divided anatomically. From 
this upper layer bundles of muscular fibres extend to all the ligaments 
springing from the uterus, and to the entire pelvic peritoneum. The 
middle layer, which is the thickest and intimately interlaced, contains 
the greatest number of vessels. The inner layer forms ring-shaped accu- 
mulations of muscular fibres around the termini of the tubes and the 
internal and external os. The cavity of the uterus ends below at the 
external os (Fig. 2, b), called also os tinea; it is invested with a mucous 
membrane provided with vibratile epithelium and pierced by numerous 
tubular glands likewise covered with vibratile epithelium. The mucous 
membrane blends immediately with the musculature, so that it cannot 
be separated from it with the knife. Strictly, the entire uterine muscle 

must be conceived as mus- 
cularis mucossB uteri. The 
periglandular tissue is un- 
commonly soft and consists 
of roundish connective-tis- 
sue cells. For this reason, 
the mucous membrane read- 
ily permits an unequal reple- 
tion with blood. The ute- 
rine mucosa or its glands 
secrete a glairy mucus which 
often depends from the ex- 

Pio.a-Uterinemuco6a in a somewhat hyperplastlo con- temal 08 in the shape of a 
ditton. a, Veoselsin section; b, glands, tubulous, convoluted; yigcid drop. In the Cervical 
c. tissues of themucousmembrane; d. musculature of the alandfi have more of 

uterus; e, surface of the uterine cavity. ^anai tue gianOS Uave more 01 

an acinous quality. Espe- 
cially in the puerperium, during pregnancy, and in pathological hypertro- 
phies of the vaginal portion, numerous acinous gland are found in the 
cervical canal. They occur also on the external surface of the vaginal por- 
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Hon, where some obserrers consider them as pathological^ others as phy- 
siological f ormatioiis. 

The j^m^on^t^m'inTests the entire pelyio oayity; the latter is diyided 
into two parts in woman, for the ntems is, as it were, pushed upward 
from below, forming a fold in the peritoneum. The septum consists of 
the uterus and the broad ligaments (Fig. 2, g). These extend laterally 
frc»n the uterus to the bony peMc wall, directed upward and somewhat 
posteriorly. Between the layers of this ligament the yessels and nerves 
extend to the uterus. The posterior layer of the broad ligaments extends 
farther downward, especially in the middle. Here the peritoneum covers 
even the upper part of the yagina, while in front, at the leyel of the internal 
OS, it is reflected on to the bladder. Looking behind the uterus, we see 
in the first place two lateral, triangular flat spaces, limited in front by 
the broad ligament, laterally and posteriorly by the pelvic wall, medially 
by a semilunar fold extending from the uterus — ^the fold of Douglas, 
plica semilunaris Douglasii. Between the two semilunar folds we pene- 
trate deeply into the fossa of Douglas. 

The folds of D mglas spring from the posterior surface of the uterus, 
at about the leyel of the internal os, where the uterus is uormally flexed 
forward. At the uterus both folds blend with each other, so that on 
drawing at the fold we observe a semicircle at the uterus with the concav- 
ity backward. Posteriorly the folds likewise converge, thus frequently 
producing a perfectly circular opening leading into Douglas's fossa. The 
nucleus of the folds of Douglas is formed by muscular fibres derived from 
the uterus ; they cannot, however, be followed as far as the bones of the 
pelvis. Therefore, the name utero-sacral ligaments is false, because it is 
likely to give rise to the erroneous assumption that these folds or liga- 
ments fasten the uterus to the sacrum. The muscular fibres radiate 
rather into the peritoneum, becoming progressively sparser above. There- 
fore, on drawing on the uterus at the one point of attachment of the liga- 
ments of Douglas, we draw on the entire dorsal parietal peritoneum, the 
other point of attachment of the folds of Douglas. In the fossa of 
Douglas lies the empty large intestine which is often lifted out in post- 
mortem examinations. 

The space in front of the uterus is termed theyesico-uterine excavation. 
However, there is no free space here, for the uterus rests directly upon the 
bladder. The much described ntero-vesical ligaments do not exist. 

Three strands spring from the upper lateral margin of the uterus and 
extend to the broad ligaments: 

1. The round ligament or ligame7iium tereSy from twelve to fifteen 
centimetres long, is a band composed of smooth muscular and elastic fibres. 
It extends first into the broad ligament in an external and anterior direc- 
tion, penetrating the inguinal canal in company Vith the epigastric artery. 
Externally it radiates into the tissue of the labium majus. The round 
ligament is the former inguinal ligament of the WolfSan body, and is of 
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partionlar importance in the exact determination of pathological condi- 
tions. For instance, if we find a left uterus anieomis, and, at some 
other spot in the abdomen a mascnlar body from which a distinct round 
ligament extends downward, then that body is the rudimentary right 
horn of the uterus. 

2. The oviduct, the salpinx, the tube, the Fallopian tube (Fig. %, c). 
It extends in a wavy line superiorly and externally, as if its retaining 
band, the mesosalpinx, ala vespertilionis (Fig. 2, fit), were too short. 
Three portions are to be distinguished in the tube: the interstitial part 
blending with the uterine parenchyma, the abdominal part, and the am- 
pulla terminating in the fimbrisQ. From within outward the tude widens, 
and contains cylindrical epithelium vibrating toward the uterus. While 
in its interstitial part the mucous membrane is merely folded, these folds 
progressively increase outwardly, so that completely felted, dendritic anas- 
tomoses fill the lumen. At the terminus, the interlacings of the mucous 

membrane proliferate out of the 
ostium abdominale, giving rise to 
numerous villi, the fimbriae. One 
especially large and long fimbria 
fastens the abdominal opening to 
the ovary, whence it has received 
the name of ovarian fimbria (Fig. 
2, k). Not uncommonly we find 
even in advance of the abdominal 
opening defects in the wall from 
which the villi of the mucous 
membrane project: an accessory 
ostium. At the end of the fimbriae 
is the terminal hydatid which was 
formerly explained as the end of 
Mtlller's duct, but is by Waldeyer 
believed to be an attenuated por- 
tion of Muller's canal. The tubal mucosa is very vascular; separated by 
a circular layer of connective tissue (Fig. 4, c), it surrounds a muscularis 
(Fig. 4, b) which again is covered by peritoneum. The power of resist- 
ance of the tube against centrifugal pressure does not appear to be con- 
siderable, inasmuch as nearly all tubal pregnancies lead to rupture in the 
first months, and as in all accumulations of blood in the tube (haemato- 
salpinx) a break occurs in it with especial facility. 

For a long time a dispute has been raging as to whether the tube is 
patulous or not. That may be decided to this effect, that in post-mortem 
preparations fluid may indeed be injected from the cavity of the uterus 
through the tube, withoul particularly great pressure and without tying 
the cervix around the canula. Likewise, in disease of the tubal mucosa 
and in dilatation of the tube, indubitable cases of that nature are well 




Fxo. 4.— A piece of the waU of the tube, ampulla, 
a, Peritoneum; &, longitudinal fibrous layer, mus- 
cularis; c, circular fibrous layer; d, mucous 
membrane; e, villi of the mucous membrane, 
covered with cylindrical epithelium, seen in trans- 
verse section to the villous vessels, j 
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known. Bat in these the necessary force of the stream is probably much 
greater. Bat it is very qaestionable whether flaid penetrates wliile the 
macoas membrane is in perfect health and the tabe of normal width, 
during life. Especially as the liqnids employed in treatment excite the 
peristalsis of the tabe, or coagalate the macas within it, that danger is 
certainly not present for the physician who proceeds according to the 
rales of his art. On the other hand, with rade force everything is obvi- 
oasly possible. If, with a wide aterine ostiam of the tabe, the canula of 
a syringe project immediately into the tabe and injection be yigoroasly 
made, of coarse every flaid will penetrate through the tabe. 

3. The ovarian ligament (Pig. 2, f) extends from the apper aterine 
canal, most generally in a posterior direction. This ligament fastens the 
ovary to the ateras. The ovary (Fig. 2, e) is not coyered by peritoneam. 
In the neighborhood of the hilas the peritoneam ends frequently in a 
perfectly straight, often in a 
somewhat jagged bat sharp line 
which may be observed equally 
well in recent and old prepara- 
tions. Judging from patholog- 
ical conditions, the ovary is 
sometimes more, sometimes less *i 
deeply inserted into the perito- 
neum. At least tumors of the 
ovary occur which are not at 
all, others which to but a slight 
extent are covered with perito- 
neum, and again others which Fio.R.-Owy. a, Fiat epitheUmn of the peritoneum; 
are intraligamentous almost in ^.f^cells in the peritoDeum;c,tnui8iUon of peritoneal 
fhftir mwifiir Tvnrfinn ^^ germhial epithelium of the ovaiy ; d, denseconnec- 

uneiT greater ponion. ^^^ tiasae, the so-called albuginea; 6, unripe folUcle; 

The ovary is inyested with /.epithelium of the Graafian follicle,membrana gnmu- 
the so-called aprminal Pnithp la»;fy.Uq«or folUculi; A, ovum lying in the cumulus 
ine SO-caiiea germinal epitne- proUgerous, an accumulation of epithelium of the Oraaf- 
lium (Fig. 5, C) which in the lan folllcle, zona pellucida, yolk, vesicle, and maonla 
ovarian fimbria continues into ««nnlnativa;i theaifomcuU;fc,coD^^ 

ovaiy, longitudinal and transverse fibres. 

the epithelium of the tube. 

On section of the ovary, the external layer forms an accumulation of con- 
nective-tissue fibres which is so dense that it was formerly considered to 
be a special albuginea (Fig. 6, d). Next follows the parenchymatous 
layer containing the most essential formations of the ovary — the follicles. 
These, in their unripe condition (Fig. 6, e), are grouped together; when 
farther deyeloped they represent more isolated small cysts (Fig. 6, g) in- 
yested with cylindrical epithelium. The smaller or more recent cortical 
or primordial follicles are close together, in groups near the surface; the 
larger, riper, more fully developed ones are situated more deeply and are 
less numerous. 

The lesser follicles are completely filled with small cells so that there 
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is no free space. The vicinity is deficient in vessels. Around the larger 
follicles a vascular network can be demonstrated. Through a separation 
of the cells in the follicles, there gradually arises a cavity which enlarges 
by degrees. Those follicles are regarded as fully ripe which have reached 
a considerable size. Within them is a free cavity containing the liquor 
foUiculi (Fig. 6, g). The wall is covered with layers of epithelium, the 
so-called membrana granulosa (Fig. 5, /). In the latter again is found, 
usually at the side farthest from the surface of the ovary, an accumula- 
tion of cells: the cumulus proligerus a. ovigerus (Fig. 5, A). It incloses 
the ripe ovum, to which, even after its expulsion, some cells of the mem- 
brana granulosa still adhere. The ovum consists of a pellicle — the mem- 
brana pellucida, perhaps formed of the above cells of the granulosa. 
Within is the viteUus, and inside the latter, likewise situated eccentrically, 
the vesicula germinativa with the macula germinativa (Fig. 5, &). 

Surrounded by the parenchymatous layer — ^the layer of follicles — ^is 
the stroma: the hilus, the interstitium of the ovary which, as vascular 
connective tissue, carries the blood-vessels in between the follicles. It 
contains no muscular fibres besides those of the vessels; therefore, my- 
omata of the ovary are not likely to occur. Lymphatic vessels, arteries, 
veins derived from the spermatic, and sympathetic nerves enter the ovary 
at the hilus. 

Between tube and ovary, between the two plates of the ala vespertilu 
onis (Fig. 2, m), lies the parovarium, the organ of BosenmuUer; it con- 
sists of a number of connective-tissue canals invested with vibratile epi- 
thelium. Sometimes one of these canals is especially large, so that it 
projects from the parovarium, piercing the peritoneum, in the shape of a 
small pediculated cyst-hydatid. According to Waldeyer, the parovarium 
extends into the hilus of the ovary. Kolliker makes it appear even prob- 
able that the cells of the membrana granulosa originate from the parova- 
rium, so that the ovary would be formed by a sort of intergrowth of the 
germinal gland with the WolfiSan body. This view would have gi*eat 
influence on the doctrine of the growth of ovarian tumors. 

C. Ubethba, Bladdeb, XTbetebs. 

The urethra, the most inferior part of which is firmly attached to the 
bone, runs normally in a vertical direction, horizontally if the woman is 
recumbent. The urethra may become bent, so that the upper part forms 
with the lower an angle open inferiorly. The bladder, situated between 
the uterus and vagina, does not contract in a spherical form like the pu- 
erperal uterus, but its walls during life appose themselves in the same 
way as an exsected bladder, that is to say, the upper wall rests upon the 
lower like two plates set one on the other. When the bladder expmids, it 
may assume any shape by pressure. Posteriorly the bladder is united 
with the uterus and the vagina by a loose connective tissue which may 
become the seat of inflammations. Farther down, particularly from the 
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level of the internal end of the urethra, the latter is so intimately con- 
nected with the Yagina that it can no longer be separated from it 

The ureters open into the bladder. Familiarity with their course is 
very important for a great many operations. The ureters proceed down- 
ward along the sides of the pelvis^ and at the base of the broad ligaments 
they join the bladder through the parametria. To be sure, the distance 
between both ureters at their entrance into the bladder is three centime- 
treSy and at the insertion of the uterus into the yagina eight or even ten 
centimetres, but still the ureter, especially the left which physiologically 
lies rather more medially, may be drawn close to the uterus by inflamma- 
tions in the parametrium. Its lesion leads to fistulss which are rery hard 
to cure. 

D. The Ebctum. 

The rectum forms a large space aboye the anus — ^the ampulla recti, 
which extends far forward, so that the finger at the anterior end of the 
ampulla feels the lower surface of the body of the uterus. The upper 
wall rests upon the lower, and usually there is but little fecal matter be- 
tween the soft folds of mucous membrane. At about the leyel of the 
internal os commences the tube of the rectum; it ascends irregularly, gen- 
erally at the left, but often also at the right or in the median line. When 
the rectum is empty, it lies partly collapsed in Douglas^ cul-de-sac. The 
well-filled rectum pushes the uterus forward. Its continuation, the sig- 
moid flexure, may, when distended by &9ces, reach in the form of a hook 
as far as the right iliac fossa. 

E. Vbssblb and Nbrvbs. 

The afferent and efferent vessels of the female organs of generation are 
rery numerous and are derived from various sources. 

In the flrst place, the two spermatic arteries run through the broad 
ligaments to the uterus and supply the tubes, ovaries, and fundus uteri 
with an ample, numerously anastomosing vascular network. Secondly, the 
uterine artery, derived from the hypogastric, extends laterally through 
the broad ligament to the point of junction of the uterus and cervix; fre- 
quently it is found double on the left side. From the hypopastrio are 
also derived a number of smaller arteries which supply the vagina (vagi- 
nal arteries). The vessels of the external genitals come from the common 
pudic artery. Finally, the epigastric artery sends to the uterus a branch 
which goes to the upper uterine angle together with the round ligament. 
Theee arteries anastomose largely with each other, and alongside of them 
a great number of valveless veins with multiple intercommunications 
extend to the points of origin of the arteries; that is to say, the pampini- 
form plexus upward to the spermatic, the uterine plexus laterally outward 
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to the hypogastric which also receives the vaginal plexas, and a third set 
with the round ligament outward to the abdominal coverings. 

In the neighborhood of the veins and arteries, lymph-vessels likewise 
course through the broad ligaments. 

Hence the uterus is not an organ such as the liver or kidney which, 
being nourished through a hilus by one large arterial trunk, could become 
diseased alone, without direct implication of the surroundings. A hyper- 
88miainanyi«oZa/«c7 portion of the uterus is inconceivable; during an arte- 
rial congestion toward the sexual organs, the uterus and its anneza must 
always participate equally. On the other hand, during venous stases in 
the region of the inferior vena cava, especially in that of the hypogastric 
vein, the uterus will always be implicated. Particularly at the sides of the 
uterus the limit of the organ will scarcely be clearly demonstrable. 
Accordingly, in order to deplete the uterine vessels, the general abdomi- 
nal plethora must first be diminished; and secojidlyy besides direct with- 
drawal of blood from the uterus, we may, by abstracting blood from the 
external genital organs, the perineum, or the epigastric — ^in the inguinal 
region — act upon the amount of blood in the uterus. 

This impossibility of conceiving the uterus as an isolated organ 
becomes particularly evident also by considering the relations of its mus- 
cle. The superficial muscular cap is so intimately connected with the 
peritoneum that the latter cannot be pulled off. Therefore, an isolated 
affection of the uterine parenchyma, or of the peritoneum situated above 
it, is impossible. If we consider the circumstance that the musculature 
of the uterus is continued into all the ligaments starting from it, it will 
be evident that the surroundings of the uterus cannot fail to become 
involved in its inflammatory affections. At any rate, an inflanmiation 
having a pronounced progressive character will never find its limits at 
those of the uterus. 

Nor is the uterine mucosa separated by a connective-tissue layer from 
the musculature, as is the case in that of the stomach or intestine. The 
mucous membrane here and there sinks with the bases of the glands 
deeply between the muscular bundles of the uterus, so that in general 
hyperemia of the uterus the mucosa cannot remain exempt. For we 
may observe every day that during menstruation the general congestion 
rapidly finds expression in the mucous membrane by rupture of vessels. 

All these facts form the anatomical explanation of the peculiar cir- 
cumstance that an inflammation of the uterus hardly ever remains con- 
fined to it, or that in simple plethoric conditions the uterus participates 
so frequently — an injunction on every gynecologist to combine general 
treatment with the locaL 

The nerves of the uterus and ovary are derived from the sympathetic, 
namely, its lateral hypogastric plexus which is situated within the broad 
ligaments by the side of the uterus. The third and fourth sacral nerves 
also send a few twigs to the tube and the ovaiy. 
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Of greater importance is the knowledge of the pelvic nerves which 
may perhaps be made to sofler by pressure or involvement in inflamma- 
tions. These are especially the nerves of the lower extremities springing 
from the sacral plexus. The fourth and fifth lumbar and the sacral 
nerves issuing from the foramina in the sacrum, and the superior coccy- 
gens, together form the sacral plexus. The upper nerves cross the 
innominate line in their course over the wing of the sacrum. Here irri- 
tation of the nerves and neuralgisB may be set up by the pressure of an 
obstetric instrument, the inflammation in the train of a wound, or the 
pressure of a long persisting exudation. 

The parts of the sacral plexus lying in the pelvic cavity may also 
become irritated, so that not infrequently we observe neuralgisB and 
pareses in all regions of the lower extremities in consequence of inflam- 
mations of the pelvic connective tissue. 

F. TOPOGBAPHIOAL REMARKS. 

The position of the female genital organs in the living subject can be 
determined only by the examination of the living woman. It needs no 
further discussion that no cadaveric sections, with or without previous 
freezing, are ever able alone to give information regarding the position 
during life. It is B. S. Schultze's great merit to have secured general 
assent to this principle, as well as to have given a new, and assuredly the 
right, direction to the doctrine ot the position of the uterus. 

The only objection that could be raisad against examination of the 
living is that the finger in the vagina, as well as the hand palpating 
externally, unconsciously displace the genital organs. In the place occu- 
pied by the one or two fingers in the vagina, were previously the apposed 
vaginaJ walls; it is natural, therefore, that the fingers displace them. 
But in proportion as the dexterity to be demanded of the gynecologist is 
greater, this source of error becomes less. Moreover, as the fingers have 
the same curvature as the vagina, the latter is not at all displaced. At 
most, a collapsed, somewhat shortened vagina becomes stretched by the 
fingers. In the recumbent woman, the vagina lies almost horizontally, 
concave superiorly. Between it and the uterus, overspreading the pelvic 
contents, lies the plate-shaped empty bladder; immediately upon it, the 
uterus, so that in the normal position of the uterus there is no free space 
between uterus and bladder. The posterior surface of the uterus extends 
upward and backward. The fundus is directed toward the upper mar- 
gin of the symphysis. The vaginal portion extends backward and down- 
ward. It lies about at the point of junction of the sacrum with the 
ooo(7x. As there is an angle at the internal os, the vaginal portion 
points somewhat downward; the entire uterus lies below the pelvic inlet. 
Behind the uterus, the rectum descends on the left, but often exteu d 
beyond the middle line, so that in sections the part above the anus is 
situated entirely on the right side. 
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It is obyions that, if the uterus rests upon the empty bladder, the 
latter must raise the former while it is filling. But if we bear in mind 
that the bladder has very thin walls; that — as we may ascertain by cathe- 
terization during laparotomy — ^it is easily expansible in all directions, it 
can be readily understood that the urine may also give way in front, to 
the right, and to the left During digital examination it is always possi. 




Fie. 6.— Posttioii of the Uterus (schematic), bladder and rectam befoflr empty. Deaigiiatloa bj 
letters has been omitted so as not to disturb the view. The plate-shaped bladder is seen in Bee- 
tion; reetingr upon it, the physiolog:icaIl7 moderately anteflected uterus. On the latter, in front 
and abore, the ovaiy and broad ligament; i>osteriorly, the point of origin of the fold of Douglas. 
Poflterior to the Ta^^Uia, the ampulla of the rectum. 



ble to displace the urine when the bladder is full and to reach the anterior 
surface of the uterus. Thus the uterus is not lifted as if, perhaps, a firm 
ball were pushed under it, but it is elevated only when the filling is can- 
tderable, and even then but slightly. Strong intra-abdominal pressure, 
as for instance in retention of faeces, will have a disturbing influence on 
the elevation. 

In like manner, by great fascal accumulation, the uterus is crowded 
forward a little. 

It is of particular importance to remember that, firstly, the uterus in 
toto is displaceable in all directions, upward and downward; secondlyy 
that it may be moved in such a manner that the upper longer arm of the 



AKATOMT. 18 

hfwer, the bodj^ imparts motion to the lower smaller arm, the cervix — 
in the opposite direotion — and inyersely, the cerrix to the body; and 
thirdly J that the ntems is mobile in itself, so that there is a cessation of 
the lerer relation of the movements, and that the fundus alone moves in 
any direction. 

All those notions, to a slight degree, occur physiologically. 

When standing erect, the uterus sinks downward, even in the virgin, 
thus shortening the vagina. And during coition the uterus is elevated as 
much as five or six centimetres without giving pain. Likewise without 
causing any considerable pain, can the nulliparous uterus be drawn down 
dose to the introitus vaginas. These changes in position are very evident 
in the lax pelvic organs of a multipara. When examining such a one 
when recumbent with the pelvis elevated, the uterus often sinks so far 
upward that the finger but barely reaches the vaginal portion; and when 
exploring in the same woman while erect, especially when made to bear 
down, the vaginal portion comes so low down as to be reached when two 
joints ot the finger are inserted into the vagina. 

Therefore, we cannot speak of a '^ fastening by ligaments," in the 
ordinary sense, with such considerable physiological mobility. On the 
contrary, that condition is pathological in which the above-described liga- 
ments become really tense. For physiologically all these ligaments are 
quite relaxed; they resist excesses of motion, but by no means do they 
hinder the just-related extensive physiological displacements upward and 
downward. 

The uterus is fixed between the abdominal and pelvic organs some- 
what like a book is held between two apposed hands. On loosening the 
lower hand, the book becomes movable and sinks downward: pressing 
with the upper against the slightly yielding lower hand, the book is like- 
wise displaced downwards. Changing the surfaces of the hands to hori- 
sontal without holding the book tight, inclined planes occur which allow 
the book to glide down. Just so the uterus is interposed between the 
floor of the pelvis and the intestines. As long as the pressure from above 
and the resistance from below are physiologically in equilibrium, so long 
the uterus lies in normal position. The ligaments do not immediately 
enter into the consideration. But if, for instance, the pelvic floor relaxes^ 
or the pressure becomes unilateral, or generally excessive from above, 
the uterus will change its position and drag upon one of its ligaments. 
If the ligament is stretched, it in turn drags upon the organs to which it 
is fastened. That is the peritoneum. Finally it must not be forgotten 
that the position of an organ is also dependent on its form. If we place 
a sphere on an inclined plane it will roll down, but a cube will remain at 
rest. If the sphere be heavy, its intrinsic weight will favor the speed of 
its rolling. Thus the form and absolute gravity of the uterus will have 
some influence upon its position. 

While nearly all modern gynecologists accept the above-described posi- 
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tion of the nterns as oorrect, there is still some dispute about the position 
of the ovaries and the tubes. If we again dedace the normal position 
from the condition found daring life, we shall reach the positive conyic- 
tion that he ovaries are not hidden behind the nterns, but that they are 
placed laterally at the pelyio brim. Bnt here it is particularly difficult 
to eliminate the sources of error — ^the displacement by the examining 
fingers from within and without Therefore it is hardly possible to de- 
termine with absolute certainty the direction of the axis of the ovary, 
that is, its longest diameter. 

His has chosen a different course: hardening the muscles previous to 
the anatomical examination by injecting dilute chromic acid into the ves- 
sels. In this manner he found that the tube surrounds the ovary like a 
tie with two ends. The end of the tube nearest the uterus rises upward, 
while the other again descends. Between the two lies the ovary in such 
a manner that its longest diameter points vertically. The medial end of 
the ovary, to which the ovarian ligament is fastened, is directed down- 
ward and backward; the lateral end, upward and forward. The free 
margin of the ovary points backward, the hilus forward. One surface, 
the lateral, of the ovary adjoins the pelvic wall, while the other touches 
the uterus below, the tube above. At all events, the fastenings of the 
ovary permit great mobility: in dislocations of the uterus, the latter, by 
drawing on the ovarian ligament, must exert some influence on the posi- 
tion of the ovary. Especially during retroflexions the ovary must be 
considerably dragged downward. Begarding the position of the bladder 
and rectum, whatever is necessary has been sai4 on page 8. Some ana- 
tomical explanations in reference to the pelvic connective tissue are added 
to the description of the inflammation of these formations. 
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B A P T E E 11. 

PHYSIOLOGY. 

A. MBlffSTKUATION AND OVULATIOK. 

Thb ancients already sought for an explanation of the surprising 
phenomena of menstruation. They belieTed that the body of the woman 
purified itself of certain substances. Even to-day the [German] people 
have still retained the expression ** monthly purification.*' These sub- 
stances^ a kind of excess of strength, were said to be destined to build up 
the child during pregnancy. After birth, the lochial secretion was 
thought to serve in carrying off matter which should not remain in the 
body under physiological conditions. The more amply the lacteal secre- 
tion was formed, the more freely was a fresh efferent channel opened for 
the substances in question, and as soon as the lacteal secretion dimin- 
ished, another excretion of these matters again occurred through men- 
struation. As soon as the circulation suffered disturbance, the organism 
must become diseased, or if the body grew sick, disturbance of the 
conditions described was said to be a symptom. Thus if the lochial or 
lacteal secretion were to be suddenly suspended, the substances in ques- 
tion yainly sought to escape, and "threw "or "displaced" themselves 
to an organ to which they did the most serious injury. According to 
this view, puerperal peritonitis was a metastasis of the lochia or the milk 
to the peritoneum; the puerperal psychosis, a displacement of milk to the 
brain, etc. These doctrines prevailed about two thousand years. They 
had the one great advantage that they were plausible — an advantage 
often contributing more to the spread of a doctrine than logic and truth. 

At the time of the doctrine of crises, it was assumed that menstrua- 
tion was a crisis. A crisis usually occurred on the seventh day, so men- 
struation set in after three times seven days. 

The greatest step forward was the discovery of the connection between 
menstruation and ovulation. While formerly the menstrual hemorrhage 
was regarded as something essential, a symptom, the requisite; the asser- 
tion was now made that the principal matter was the ripening of the 
ovum and its expulsion from the ovary — ovulation. 

The following explanation was given of the process: From puberty 
cnward, the follicles in the ovary ripen, that is to say, the follicular fluid 
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gradually increases. Daring the growth of the follicle^ the surround- 
ing tissue becomes displaced, and this displacement irritates the nenre 
termini in the tissue. Although this irritation is slight, it is continuous^ 
and the sum of these slight irritations finally suffices to effect, in a reflex 
way, an arterial congestion, a hyperssmia of the internal female genital 
organs. This congestion has two effects occurring simultaneously: first, 
the sudden increase of the follicular fluid, leading to rupture and setting 
the ovum free — ovulation; second, the hypersemia of the uterus which 
causes the rupture of the delicate vessels of the mucosa, the hemorrhage 
— menstruation. 

The proofs for this assumption — ^the connection of ovulation and 
menstruation — were obvious. 

Menstruation and ovulation occurred simultaneously and disappeared 
at the same time. Whenever menstruation shows itself, the possibility 
of impregnation exists, and as soon as menstruation disappears, for 
instance, in the climacteric period, impregnation no longer occurs. If a 
woman becomes pregnant, ovulation ceases with menstruation, and the 
possibility of conception begins only with the recurrence of menstruation. 
With the removal of both ovaries menstruation ceases. 

As all scientiflc truths become established through attacks and de- 
fences, so it was with the doctrine of the connection of menstruation and 
ovulation. 

If it were shown that either one occurred alone, this doctrine would 
be seriously shaken. Therefore, proof was sought, in the first place, that 
pregnancy occurred without menstruation, or ovulation without menstru- 
ation. 

A number of cases were adduced of very early pregnancy in the ninth, 
tenth, and twelfth year, in which no menstruation had been observed. 
In like manner it was thought that another counter proof was furnished 
by the every-day occurrence of pregnancy very soon after delivery, in the 
physiologically amenorrhoeal period of lactation. To this, of course, it 
may be replied that, on the one hand, the cases were not accurately 
observed, and on the other, that menstruation was just about to occur 
when conception took place. Moreover, it was possible that, for in- 
stance, the force of the coition or the congestion present during the 
sexual excitement caused premature rupture of the follicle, thus antici- 
pating the menstrual congestion. The same could occur in a womui 
impregnated soon after parturition. Here, too, it was possible, just as 
in chlorotic and anssmic persons, that in a general anaemia there was an 
absence of the hypersemia necessary to the rupture of the vessels. For 
it could be observed every day that phthisical women becfyne amenor- 
rhoio, while both the habitual difficulties indicated the menstruation and 
recent follicles were found at the post mortem. 

Finally as regards the assertion that menstruation had recurred even 
after extirpation of both ovaries, this objection is invalidated by the fact 
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that, with ovaries in cystic degeneration, it would be very difficult to fur- 
nish the proof that every, even if but microscopic, little piece of the 
ovary has been removed. And the most striking proof was furnished by 
the results obtained by Hegai*, who invariably saw menstruation disap- 
pear after castration. 

Nor is it any better with the assertion that menstruation occurs with- 
out ovulation. Whenever a woman in the climacteric period stated that 
her menstruation continued, while the power of conception had ceased 
long ago, the hemorrhages were mostly quite atypical ones due to heart 
disease, polypi, or carcinoma. In fine, it is obvious that a woman eventually 
declares every hemorrhage to be menstruation, as well as that here there 
may be some resemblance to the menstrual type. After a hemorrhage, 
the woman had to regain a certain degree of strength before she could 
famish an additional hemorrhage. When anaemia recurred, the hemor- 
rhage ceased but to be renewed after re-invigoration. The accidental 
finding of blood in the uterus of a patient dead of cholera or typhoid 
fever could just as little serve as proof that in this case menstruation 
without ovulation had been present. For it was exactly the typical ele- 
ment which was lacking here. It was an accidental monorrhagia, not 
the typical hemorrhage of menstruation. The same explanation holds 
good for cases in which menstruation is said to have occurred during 
pregnancy. Early authenticated cases of continued menstruation during 
pregnancy are lacking. A single return proves nothing, as some blood 
may be lost during gravidity for many reasons. 

Therefore, all attempts to deny the connection of menstruation and 
ovulation must be considered as having failed. 

Also as regards the manner in which the hemorrhage is brought about 
tne views have altered of late. The investigations bearing on this sub- 
ject cannot as yet be declared concluded. According to the investigations 
of Kundrat and Engelmann, Wynn Williams, Leopold, and others, the 
facts are the following. The uterine mucosa changes continually; there 
exists here a kind of ebb and fiood. To commence with the entrance of 
menstruation, the mucous membrane is then, as it were, ripened. A 
considerable congestion has brought to it much blood; the mucosa is 
swollen^ thickened, and now begins to undergo fatty metamorphosis in 
its uppermost layers. This fatty alteration extends not only to the 
epithelium, but also to the upper layers of the mucous membrane and to 
the vessels coursing close underneath the epithelium. These vessels, 
therefore, undergo fatty metamorphosis, become eroded, opened, and 
hemorrhage ensues — ^menstruation. Of course, the bleeding of the mu- 
cosa leads to regression of its swelling; it gradually grows thinner 
again. The epithelium which had suffered fatty change is re-formed, 
that is to say, this epithelium grows out of the lumen of the glands* 
across the entire surface of the mucous membrane, analogous to the 
reconstruction of the mucosa in the puerperium. In about two weeks 
2 
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the process has terminated, the mucous membrane is at ebb, that ia, 
quite thin. Then the mucosa begins to swell anew, gradually increases 
in thickness so as to ripen again for the next menstruation. Accord- 
ingly, menstruation is a distorted image of pregnancy. In the latter, 
the ovum reaches the uterus, the swollen mucosa of which renders a 
downward migration of the ovum impossible. The ovum is retained and 
enters into organic connection with the mucosa. The entire process is 
to the mucous membrane a mighty impulse to further development. It 
becomes a decidua and gradually undergoes fatty metamorphosis. After 
two hundred and eighty days, during birth, the uppermost fatty layers 
are cast ofF with accidental hemorrhage. During menstruation an ovum 
likewise reaches the uterus, but it drops out. That terminates the pro- 
cess. The impulse of the fructification is absent. The fatty change 
occurs at once, and with it the hemorrhage. The great improbability 
which was inherent to the old theory, that the impregnated ovum was to 
become implanted in a ^^ wounded '^ mucosa covered with blood, was thus 
done away with, for if hemorrhage, menstruation, occurred, pregnancy 
had not taken place. The process was at an end. But if impregnation 
had occurred, there was an absence of the hemorrhage— the fatty change 
— which did not occur until after nine months. 

In favor of this theory were also the earliest ova which have been de- 
scribed. They showed conditions which rendered it possible only to date 
their fructification from the menstruation which had failed to occur, 
not four weeks previous to the date when menstruation had been present 

Quite recently, serious objections have been raised against these views. 
Particularly, it is incorrect that the hemorrhage should be the conse- 
quence of fatty metamorphosis. It seems that, with perfectly intact 
epithelial covering, the blood transudes through the vessels by diapede- 
sis. Thereby we again approach the older view which looked upon the 
hemorrhage as the consequence of congestion of the greatly distended, 
repleted vessels. Perhaps the arrangement of the. vessels in the mucosa 
is of importance. According to Leopold, there are more vessels leading 
into than out of the mucous membrane. 

However, as has been stated above, the question is not yet fully decided, 
which is partly owing to the insuperable difficulty in securing sufficient 
material. And even if present, the subjects are very perishable, hard to 
examine, and difficult to judge. 

Again summarizing what has been stated, menstruation should be 
explained in this wise: An ovum ripens; this swelling of the Graafian 
follicle irritates the nerve termini in the ovary. The irritation is propa- 
gated to the central organs. Through reflexes, by vaso-motor processes, 
an arterial congestion of the internal female sexual organs is set up. 
This in turn increases the liquor foUiculi, so that the theoa folliculi 
breaks and permits the ovum to escape — ovulation; and, second, the 
uterine muoosa becomes so hyperaemic that there occurs a bursting of 
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the peripheral yeesels^ hemorrhage upon the stirface of the uterine mn- 
ooea — mensiruaiion. 

Menstruation sets m in the fourteenth to the seventeenth year^ but 
may occur earlier (menstruatio prsscox) or later (menstruatio serotina). 
At first it is often irregular, often yery copious (menorrhagia), or absent 
(amenorrhoea). It is frequently coupled with pain (dysmenorrhoea). 
Should there be a regular monthly hemorrhage, not from the uterus, but 
from other organs, for instance, the lungs, nose, etc., it is called xenomenia 
or yioarious menstruation. As menstruation ceases with age, this time is 
termed the climacteric period or simply climacteric; the cessation being 
called the entrance of the menopause. 

In hot climates, precocity is physiological. In the tropics, girls are 
menstruating already in the tenth to the twelfth year. 

Bducation, sedentary mode of life, mental stimulation cause an earlier 
appearance; therefore, in general, the inhabitants of cities menstruate 
at an earlier age than those of the country. Brunettes likewise are said 
to menstruate earlier than blondes. The onset of menstiTiation desig- 
nates the puberty of the individual. The beginning of puberty, in the 
female as in the male sex, is associated with general changes of the mind 
and body. Menstruation disappears in the fifth decennium. In general, 
it ceases earlier in virgins than in parous women. Should a childbirth 
ooeur at the close of the thirties or after the fortieth year of life, men- 
struation will continue longer. 

The hemorrhage lasts from one to five days; it is exceedingly varia- 
ble quantitatively, so that one woman may believe an amount of blood to 
be physiological which in another would, be pathological. A quantita- 
tive determination, therefore, is impossible. The reflex effect on the 
general condition alone will decide whether the amount of blood is physi- 
ological or pathological. The interval between two menstruations lasts 
from twenty-one to twenty-eight days; here, too, there are many individ- 
ual variations. If the menstruation is quite regular and painless, the 
women themselves mostly are ignorant of the type. 

The popalar designations for the monsti*uation are: the monthly pe- 
riod, the monthlies, the courses, the period, being unwell, etc. 

Still less clear than the mechanical process of menstruation is that 
of ovulation. According to the laws of diffusion, it is impossible that 
fluid should enter the follicle while its contents are under greater pressure 
than its environment. Therefore, it is physically inconceivable to make 
the rupture depend solely upon the increase of the liquor folliculi, upon 
the centrifugal pressure. Hence there must be peculiar processes in the 
follicle itself which lead to rupture. These processes can consist only in 
an activity of the cells of the membrana granulosa; whether these cells 
swell, disintegrate, or secrete fluid has not yet been determined. Rind- 
fleisch supposes that a colloid substance perhaps forms physiologically, 
that this rapidly augments the contents and thus ruptures the follicle. 
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The very frequent pathological occurrence of colloid matter points to the 
possibility of physiological conditions underlying the pathological pro- 
cess. Or it would be necessary to assume that only those follicles rup- 
ture which are situated close to the surface — so close that the follicles 
could expand toward the abdominal cavity, as it were into the free air, 
without finding any material counter-pressure. For it is certain that a 
great number of ova derived from the deepest layers of the ovary perish 
abortively. Nevertheless, a large number of ova are expelled from the 
ovary. The enormous quantity of the ova on the one hand, and that 
of the spermatozooids on the other, is an offset, so to speak, for the fact 
that the fructifying apparatus otherwise functionates rather imperfectly 
and is subject to many accidents. 

After the ovum has been actually expelled, the cells of the membrana 
granulosa proliferate, and in between them grow the vessels of the theca 
folliculi, from which at the same time a large number of white blood- 
corpuscles emigrate. Very soon the circulation of blood ceases in the 
proliferated capillaries; fatty metamorphosis and retrogression occur. 
To this, and not, perhaps, to an altogether irregular extravasation of 
blood into the follicles, is due the yellow color — the corpus luteum. 

Should pregnancy occur, the process becomes greatly intensified, owing 
to the largely increased blood-supply. The corpus luteum, in such a 
case termed '^verum,^'is larger, continues growing until the third or 
fourth month of gestation, and thenceforth atrophies. But this atrophy 
proceeds so slowly that at the autopsy of a puerpera the corpus luteum 
verum is always still recognizable. 

B. Pboukdation and its Oonbbqubkoes. 

Among the physiological processes in the female sex belongs pre-emi- 
nently /(WJt^Tkto^ioTi. The first requisite — ^the expulsion of ova from the 
ovary — has been described above. 

The fimbriae of the tube, covered with vibratile epithelium, incite a 
kind of vortex in the peritoneal fluid which carries toward and into the 
tube everything lying near it. In animals, this process has been demon- 
strated experimentally, by the introduction into the peritoneal cavity of 
coloring matters which were subsequently found in the tube and the 
uterus. In man, likewise, the distant effect produced by the vibratile 
motion cannot be inconsiderable; because, for instance, in occlusion of 
the left tube, the right may attract to it, engulf, and propel onward the 
ovum derived from the left ovary. This process, too, the so-called trans- 
migration, has been experimentally demonstrated in animals, and in man 
has been rendered an almost certain probability by pathological cases. 
After the ovum has entered the tube, it is propelled toward the uterus 
by the vibratile motion, and, in the narrower part of the tube, by peri- 
stalsis. 
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Should no fecnndation occnr^ the ovnm soon perishes^ bat it seems 
possible that it may reach the uteras, as has been demonstrated. 

The other necessary element^ the seminal fluid, the spermatozooids, are 
poured into the vagina during coition. Without any co-operation of the 
female genital organs, the spermatozooids migrate in every direction, 
hence also upward into the os uteri. Only few, perhaps, get into the 
nterus, but of these few a single one suffices for the fecundation of the 
oTum. The female genital organs, therefore, act merely a passive part 
in copulation. Even in chloroform narcosis, and in a countless number 
of cases without a trace of sexual excitement, conception has occurred. 
If the OS be patulous, the form of the vaginal portion or of the mouth of 
the womb is almost immaterial. There is no form of the vaginal portion 
which has been described as the catise of sterility, in which conception 
does not occur spontaneously. 

The most weighty objections have been raised against all theories 
which presuppose the reception of the spermatozooids into the uterus 
through causes other than the movements peculiar to the spermatozooids. 
These, often quite visionary, views may therefore be shelved. 

The question still remains to be discussed, where, how, and when the 
ovum becomes fructified. As in abdominal, ovarian, and tubal pregnancy 
the fecundation has decidedly not taken place within the uterus, it is 
assumed that physiologically the spermatozooids also migrate into and 
through the tubes. Perhaps the external, dilated part of the tube, the 
so-caUed ampulla, is the place where ovum and spermatozooid meet. 

At all events, the spermatozooids retain their vitality for several days. 
If they are effused at any time into the vagina, they migrate as far as the 
tube, even to the ovary. The ovum is fructified and consumes perhaps 
seven or eight days in getting into the uterus. In the latter it is inter- 
cepted, probably mechanically, by the meantime proliferated mucous 
membrane: pregnancy is established. After its termination by labor, 
the former relations gradually become re-established in the puerperium. 
But ordinarily the vascular system of the female genital organs remains 
wider, vagina and uterus being rather more lax, both as regards the or- 
gans themselves and their attachments. The mucous membrane, on the 
other hand, re-forms exactly in its previous condition, and in the cervical 
canal the glands often remain larger than before and retain a certain 
tendency to independent proliferation. 

0. Senile Involution. 

After the above-mentioned climacteric period, the female sexual or- 
gans begin to undergo senile involution. The vulva becomes smaller and 
less adipose; the vagina narrower, smoother, and especially less yielding 
and expansible. The vaginal portion of the nterus gradually disappears 
completely, the vagina above terminating smoothly, at its end being an 
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opetdng, the os uteri. The uterus diminishes greatly in size^ shrinking 
to a length of five centimetres. It becomes quite lax and thin-walled. 
The mucous membrane may so change its character that no glands re- 
main discoTcrable and that the mucosa with its inyesting epithelium is 
supplanted by a kind of granulation tissue* Where the latter is in close 
juxtaposition, the walls become adherent, especially at the internal os. 
Then the secretion may stagnate above, leading to senile pyometra with 
atresia of the internal os. The oyaries likewise atrophy; but in them 
we still find follicles, small cysts which haye originated from follicles, 
and accumulations of connectiye tissue which can be traced to corpora 
lutea. At the surface, the old cicatrices may almost always still be 
found. 

A similar atrophy occurs in the entire pelyic peritoneum, the uterine 
ligaments also becoming shorter. 



GKNBBAL DIAGJiOSia. 28 



CHAPTER m. 

GENERAL DIAGNOSIS. 

The eminent progress of recent years^ in the recognition of all diseases, 
is to be attributed to the gradually more and more developed methods of 
examination. But while the physically-diagnostic methods for other 
diseases — ^as, for instance, those of the lungs — ^haye been perfected for 
decades with the greatest practical results, there was hitherto a lack of 
"method'^ in the examination of the female sexual organs. Gyneco- 
logical diagnosis is an acquisition of the most recent time, is as yet by no 
means a settled doctrine, and is annually more and more developed and 
elucidated. It is vastly more difficult to describe critically the perma- 
nently useful and practically important, than to enumerate all proposi- 
tions. But as the science of gynecology in general is indebted to 
improved diagnosis for its progress, so ike individual will have to make 
dii^osis the first and most important part of his study. 

A. Akakkesis. 

Of the means for making the diagnosis we have first the ftT>ftTnneri% 
Let us commence with the entrance of the patient. Even fi*om the be- 
havioir, the experienced gynecologist will often know whether a virgin or 
married woman is entering. The latter will obviously constitute the 
great majority. Mostly, we shall have to deal with persons of somewhat 
ansamio aspect Considerable anaemia points to past or present hemor- 
rhages. The age, again, may indicate the cause of these hemorrhages. 
OautiooB, slow sitting down, points to pain in the pelvis — ^pelvic perito- 
nitis. 

The anamnesis must be taken down with especial accuracy, but the 
systematic method, permissible at a man's bedside, contains much that is 
offensive to an educated lady. Therefore^ the physician may at first 
enter upon the sufferings of the patient and listen patiently. Withal, 
the conversation is to be adroitly directed to the important points, al- 
ways bearing in mind that the necessity of an examination must, as it 
were, spontaneously occur to the patient from the tenor of the conver- 
sation. 

Of particular interest are the questions, whether the patient is mar- 
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ried; if she has borne children, with facility or difficulty, how many, 
whether in rapid succession; how long since the last child. Have there 
been abortions; have diseases or prolonged illness succeeded the birth or 
abortions ? 

Then we inquire after the menstruation. When did it first occur; 
has it c-ontinued in the same way from the beginning to the present; or 
has the menstruation changed quantitatively or qualitatively after mar- 
riage, after eventual diseases, labors, abortions, or causelessly? Are 
there any pains previous to, during, or after menstruation; are they con- 
fined to a certain spot, or not; have they a fixed character? Have the 
pains been made better or worse by any remedies thus far employed? Is 
there any discharge of liquid or clotted, bright or dark blood, with or 
without mucus? Does the hemorrhage continue uniformly, or does it 
intermit and return; does anything, such as rest or motion, affect the 
hemorrhage and other symptoms? Is the bleeding copious or not; is it 
followed by a sense of weakness or not? Does the menstruation continue 
long; does it return quite regularly and always produce the same group 
of symptoms? For all these questions such expressions are to be em- 
ployed as are adapted to the degree of education of the patient. 

The questions regarding the hemorrhages are naturally succeeded by 
those relative to some other discharge or flow. What is its nature; 
glairy, purulent, bloody, mixed with shreds? What stains does it leave 
in the linen; greenish, yellowish, bloody, or none at all? Is the dis- 
charge offensive; does it excoriate the external genitals? Is the flow con- 
tinuous; is it occasionally more profuse, and when? 

We then inquire after the pains. Are there real pains; can they be 
accurately located and characterized? Do they consist more of an inde- 
finable sense of pressure; or are they real lancinating, boring, pulsating, 
cramp-like, or labor-like pains? Are the pains always present, or only 
during certain causative acts — difficult defecation, urination, sitting 
upon hard-bottomed chairs, walking upon uneven pavement, rapid 
walking, ascending stairs, lifting or carrying heavy weights, stooping, 
riding, dancing, coition — are the clothes worn tightly or loosely? As a 
criterion of the violence and the persistence of the pain, we ask whether 
the patient must lie down during their continuance; whether they render 
work or social intercourse impossible; whether they disturb sleep; whether 
they make the temper irritable, morose, or changeable. 

After these questions, referring to consensual symptoms, we inquire 
after pains in distant organs, especially the breasts, the head, and the 
stomach. Also the appetite, digestion, the quality of the stools, and 
diuresis are of importance. 

If, after all this, we fail to form an exact idea of the affection of the 
patient, we ask in conclusion. What is the trouble which caused the pa- 
tient to seek medical aid? If it be something definite, as, for instance, 
a tumor, we inquire after special anamnestic data. Frequently the pa- 



aSNBBAL DIAGNOSIS. 25 

tients expect the physician to suspect the cause of the yisit without hay- 
ing given it distinct utterance. Thus, ladies will undergo cross-exami- 
nation for a quarter of an hour^ and still the wish will not escape them 
** that they desire to have children." 

On the other hand^ in dealing with a hysterical patient, we must be 
careful not to direct to her every question above indicated. Any and all 
symptoms ever described will be assented to by many a hysterical woman, 
and, with a supreme self-satisfaction, the patient will assert that all 
these remarkable phenomena are present in her case. Thus, we may 
examine into some patients anything we please. 

The physician must proceed with appropriate tact; for instance, not 
inquire after children first, and then if the patient be married, nor, per- 
haps, begin with questions referring to eventual pain during coition. 
Still less shall we gain the patient's confidence, by making sport or 
laughing at the often quite ludicrous complaints, narrations, and descrip- 
tions of abnormal sensations. We must ever be mindful to preserve pro- 
fessional dignity, and, equally far from the fixed, complaisant amiability 
of the routine practitioner, and the brutal severity of the inconsiderate, 
exact investigator, be guided in our manner solely by true humanity. 

B. General Bemabks on Examinations. 

The medical examination of the female generative organs begins with 
the touch; the internal exploration. To this the external mode is to be 
added, forming the conibined examination. In the case of abdominal 
tumors, the external examination, palpation with both hands, is likewise 
to be practised. The more detailed description of the latter will be re- 
served for the differential diagnosis of abdominal tumors. Then follows 
inspection^ during which the vagina must be dilated and held apart by 
instruments — specula — so as to make the vaginal portion of the uterus 
visible. Moreover, in order to determine the relations of the cavity of 
the uterus, it requires to be sounded. In some cases, the examination 
with the sound does not suffice; it then becomes necessary to dilate the 
uterine cavity so as to permit the finger to palpate it. 

During the medical examination, everything must be so arranged as 
to make the procedure as convenient as possible for both patient and 
physician. Therefore, the patient must be placed comfortably. The 
position varies in different countries, both in reference to the couch and 
to the patient. Just as — perhaps decenniums ago — the fii*st great teacher 
in gynecology examined, so do his pupils even to-day. Habit makes 
the method appear handy, correct, and practical. It is difficult to shake 
it. Thus in America and England the lateral decubitus, in Germany, 
usually, the dorsal position is preferred. In Germany, where the power 
of authority is divided in many parts, what is of foreign origin is most 
readily accepted if it be good. 

An examination in the standing posture is always insufficient; it 
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should be practised for two reasons only. First, to learn how a descent 
of the uterus or vagina differs from its extent in the recumbent position; 
second, to feel whether a pessary lies as well, or as firmly, in the erect as 
in the recumbent posture. 

The ventral and knee-elboto poMions offer no advantages, and are not 
employed. Only a few operators have used the kne^clbow position for 
operations on the anterior vaginal wall. 

The lateral position has the disadvantage that the combined exami- 
nation is impossible; but it is preferable in the employment of specula 
and for minor gynecological operations, where we shall recur to it. The 
position most convenient for patient and physician is the dorsal decubitus, 
because it is not necessary to change this position for any method of 
examination. 

A large number of cheap and expensive, simple and complicated, 
practical and impractical examining tables and chairs have been con- 
structed. Here it is to be borne in mind that all chairs or tables having 
the form of an operating-table, frighten the patient. The large tables 
which the patients have to mount on steps like a scaffold detain many 
from the examination. Without trying to ignore that it is purely an 
individual matter what every one would believe to be good and conveni- 
ent, I should recommend a chaise longue or a simple sofa without back. 
It should easily move on casters that it may be brought near the wiinlow 
and that, if necessary, examination can be made from either side. The 
sofa must be very firmly upholstered, or a hard pillow must be placed 
under the pelvis of the patient. The sofa should not be too high, so that 
the patient may comfortably lie upon it and be able to descend. The 
cover should be of wax cloth so that it will be possible to wash it off. 
The physician sits upon the edge of the sofa or on a chair. The patient 
should lie perfectly straight, with legs moderately spread and drawn up, 
the head placed firmly on the head-rest. 

0. The Touch. 

The touch is practised by introducing the finger coated with carbolized 
oil or carbolated vaseline (1 : 10) from behind into the vagina. The 
following is to be noted. Is the frenulum still present? Is the vulva 
wide, owing to a ruptured perineum f Is there a tumor at the vulva, for 
instance at a labium majus; is the introduction painf al or not? Is the 
finger met by the anterior or posterior vaginal wall, or perhaps even by 
the uterus (prolapsus or descensus) ? Is pressure on any part of the vagina 
painful? Is the uterus in its proper position; is the vaginal portion soft 
or hard, open or closed? Is the uterus movable; that is, can the vaginal 
portion be dislocated forward, backward, to the right and left with equal 
readiness and painlessness? Is there any resistance, any tumor beside the 
uterus? Is this tumor movable; what is its consistence; is it tender; can 
it be distinctly circumscribed and its form described, or is it connected 
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anywnere with the neighborhood? What is the relation of the n terns to 
the tumor; is it displaced, merged with it; can tnmor and uterus be 
limited^ moved separately, or are both firmly adherent? 

I am constrained to add right here that it is necessary for every exact 
gynecological diagnosis to introduce two fingers into the vagina. The 
aecond (middle) finger is always inserted behind the first; even in nulli- 
parsB the expert causes little pain, for the penis is thicker than two fin- 
gers. Inside, the tips of the two fingers are spread and the margins of 
the uterus felt. In this way the tip of one finger fixes one margin of the 
uterus, while the other moves to and fro on the other margin. Two fin- 
gers are necessary especially to feel the ovaries, small parametric tumors, 
resistances, possible indurations in the uterine ligaments, and pre-emi- 
nently for the fixation of the uterus during the combined examination. 
Artificial displacements of the uterus, such as drawing the vaginal por- 
tion forward in anteversion, reposition of the fundus in retrofiexion, can 
be performed only with two fingers. But aside from all other advantages^ 
we can obviously reach much higher with two fingers than with one. 

D. The Combined Examination. 

Then the other hand is placed upon the abdomen. With gentle 
pressure, during which a look is cast on the patient's face to observe 
whether we give pain, the hand is approximated as far as possible to the 
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vertebral column. Then the tips of the fingers are crowded downward, 
and while the internal fingers press upward, both hands are sought to be 
approximated. Everything between the two hands is to be palpated to 
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gain an idea of the size^ consistence, and connection with the pelvic or- 
gans. By the combined examination we determine the position, size, 
form, and mobility of the nterus. Is there a tumor anywhere in the 
pelvis, and what is its nature? Is this tumor connected with any other 
organ, or is perhaps a tumor detected on abdominal palpation connected 
with one felt previously in the vagina? Is fluctuation continued from one 
into the other? Are both movable together or separately? Judging from 
its locality, from which organ did the tumor spring or originate? By 
negative results we determine the absence of any tumor, or even of the 
entire internal generative organs. 

Besides this combined examination from the abdominal coverings and 
the vagina, we can also, from the rectum and the vagina, examine tumors 
located between rectum and vagina or in Douglas's fossa. This examina- 
tion is best performed with the thumb in the vagina and the index fin- 
ger in the rectum. In the absence of the vagina or with intact hymen, 
we can also perform combined examination from the rectum and the 
abdominal coverings. 

From the rectum and bladder the examination is also necessary, es- 
pecially in malformations when the vagina is absent. Then the urethra 
may be dilated either with the finger or with the specula devised by 
Simon. 

In tumors of the anterior wall of the uterus which were difficult to 
diagnose, a finger has been brought to the tumor from both the bladder 
and the vagina, or the rectum and the bladder, while an assistant at 
the same time pulled on the vaginal portion held with tenaculum for- 
ceps, and moved it to and fro. 

E. EXAMINATIOir FROM THB BeCTUK. 

The examination from the rectum, as has been stated, is to be prac- 
tised in the absence of the vagina or with intact hymen. Only in the 
most urgent cases is it permissible to destroy a hymen. Moreover, the 
examination per rectum is necessary for all tumors of the fossa of Doug- 
las, even to corroborate the results of the vaginal exploration. Besides, 
palpation from the rectum alone will decide whether a hai*d tumor springs 
from the bone or lies in front of the rectum in the fossa of Douglas. 
Here it is not necessary to go beyond the internal sphincter which is felt 
by the finger in the shape of a funnel. 

Examination per rectum is of particular importance if there be in 
the vagina a pessary holding the retroflexed uterus in position. If the 
vagina be narrow, we must ascertain through the rectum the relation 
of the vaginal portion to the pessary, and if it performs its part Bec- 
tal examination is best made in Sims's lateral position (see below). On 
entering, the finger first touches the anterior lower surface of the nteros, 
and must be bent backwards in the form of a hook to feel the concavity 
of the sacrum. 
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The exploration by the introduction of the whole hand into the rec- 
tikin, first practised by Simon, has been again abandoned. Nearly all gyne- 
cologists who have tried this method believe its results to be inadequate 
to its difficulty and danger. The hand cannot moye freely in the rec- 
tum, and hence cannot feel with delicacy. I myself was present when 
Simon erroneously diagnosed a small secondary cyst of an ovarian tumor 
to be the uterus. This uncertainty is coupled with danger. There are 
some cases in which the rectum ruptured longitudinally, and the patient 
died of peritonitis. If one finger should not suffice, it may be advanta- 
geous to introduce two fingers into the rectum, so as to reach somewhat 
higher. 

F. EXAMINATIOK WITH THE SOUKD. 

The examination with the sound ^ ^ 

is not necessary in all cases, but, in 
certain circumstances, it alone can 
furnish positiveness in diagnosis. 

The instrument is best made of 
copper with wooden handle. It must 
be flexible, but not too thin or too 
yielding, lest it bend on slight pres- 
sure. In such a case we should never 
know where the point may be. The 
length is thirty to thirty-five centi- 
metres. The end terminates in a 
knob. Six or seven centimetres be- 
low the latter is a projection indi- 
cating the normal length of the 
uterus. Several gynecologists have 
had the whole sound divided into 
centimetres, or have had special mea- 
suring contrivances attached. The 
knobs of the sound are of variable 
thickness, three to eight or more 
millimetres. Three sizes suffice, but 
of course a greater number may be 
made, at pleasure. 

Fig. 8 a represents a copper sound 
with wooden handle; Fig. 8 i, that 
devised by B. S. Schultze, made en- 
tirely of copper. Of late, Schultze 
has had a number of marks added 
to the sound, so that the length of 
the uterus may be ascertained by a 
single finger passed along the sound 
into the vagina. 




Fio. 8 a.— Uterine 
Sound. 



Fke. 8 b.— Uterine Sonni 
of B. 8. Schultee. 
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Each Bound^ eyen if it has been cleaned every time after lue, mast 
be dipped into three to five per cent carbolic solution before being em- 
ployed. The sounds are best preserred in a bottle filled with carbolic 
solution, into which the sound is immersed for two-thirds of its 
length. Thestatement that a sound, if not warmed to the heat of the 
body, will, by reason of the difference of its temperature, excite the uterus 
to contraction and resistance against the sounding, is quite erroneous. 

Before sounding, we must know exactly how the uterus is situated. 
But should we intend to ascertain the position of the uterus by the 
sounding, for instance, in irregular tumors, the greatest possible care 
must be exercised, and the procedure should be temporarily interrupted 
should there be pain or difficulty. 

Haying bent the sound corresponding to the position of the uterus 
— slightly curyed in retroflexions, more strongly in antefiexions — the 
knob of the sound, pressed against the intrayaginal finger, is passed 
jnto the yagina. Olose to the tip of the finger fixing the os uteri, the 
sound glides into the ceryical canal and is guided so that the tip of the 
sound advances in the presumed direction of the uterine cayity. Meet- 
ing with resistance, force must never be used; it is better to abstain 
from all sounding than to force it. By withdrawing, advancing in vari- 
ous directions, different curvatures of the point, cautious lever motions 
of the handle, the attempt is renewed. Should this fail, sounding in the 
speculum (see below) or in the lateral position may be tried. Especially 
in Sims's lateral position, if the anterior lip of the os be drawn straight 
and forward with a tenaculum, the sound often glides with surprising 
facility into the uterus, while previously it was impossible to advanoe. 
Thick sounds will encounter some resistance at the internal os; should 
this resistance be considerable, the diagnostic sounding should be done 
with a thinner sound. After removal of the sound, it should be closely 
examined to see if there be any blood upon it 

The following can be and is to be ascertained with the sound: 

1st. How long is the uterine cavity? To this end the tip of the index 
finger is placed on the sound at the internal os. Then finger and sound 
are removed together, and the measurement is taken, or the distance 
from the prominence marking the normal length to the tip of the fin- 
ger is estimated. 

It cannot be denied that the simultaneous removal of the finger and 
sound, in strong fiexions of the uterus, may injure the mucosa of the 
uterus; therefore Schultze had a number of marks applied to his sound. 
While in position, the prominent marks are counted by the tip of the 
finger gliding over them, and thus we know how much of the sound is 
within the uterus or how long the latter is. 

2d. Is the uterine cavity wide or narrow ? This is learned, in the 
first place, by the readiness or difficulty with which the sound is advanced; 
in the next place, by attempts to move the sound laterally. 
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3d. Which is the direction of the uterine cavity ? For instance^ im 
ntems unicornis or if a large tumor be present in one wall, the point of 
the sound will deviate laterally. 

4th. Is a uterine cavity or a uterus present, or is this cavity anywhere 
occluded or stenosed ? 

5th* Where is the uterus situated ? In tumors upon or around the 
uterus, it is often very important to know where the uterus lies. If it 
be impossible to gain this information from the form of the tumor, a 
careful sounding is permissible. Then the direction of the cavity will 
indicate the position of the uterus. 

6th. Is the uterus movable or not ? Of course, in this instance, too, 
sounding will only then be permissible if the knowledge of the mobility 
of the uterus cannot be otherwise obtained and yet is urgently needed for 
diagnosis and treatment. 

The greatest care in sounding is necessary because several dangers of 
this procedure are known. In the first place, as for instance in catheter- 
ization of the male urethra, rigors or other nervous symptoms have fol- 
lowed sounding. Again, the pain on passing the internal os may be so 
great as to excite labor-like pains and uterine colic, and even collapse and 
syncope. In tumors, or hemorrhagio tendency of the mucosa, violent 
hemorrhages may be provoked which can only be stilled by the tampon- 
ade. The same, with succeeding abortion, occurs when sounding a preg- 
nant woman, though this is not an invariable consequence. 

Moreover, should the uterine mucous membrane be injured by unclean 
instruments, infection, septic metritis may be set up. This may extend 
to the peritoneum, as is demonstrated by cases, though rare, where fatal 
peritonitis ensued after sounding. 

Two noteworthy circumstances that may occur during sounding re. 
main to be mentioned. First, the sounding of the tubes. If the uterine 
opening of the tube be wide, and the uterus be placed somewhat obliquely 
so that the knob of the sound is directed to the tubal ostium, the sound 
may glide into the tube and pass through it. Although these cases are 
rare, they are still possible and authenticated. 

Second, it is much more frequent to have the sound pieroe the entire 
uterus and penetrate between the intestines until it can be felt dene 
under the abdominal coverings. These accidental uterine perforations 
are not at all of rare occurrence and usually they terminate without hem- 
orrhage or inflammatory phenomena. This circumstance demands the 
utmost caution. Puerperal uteri and those of sick and weakly women 
appear to be particularly easily perforated. This accident would have 
to be feared in an organ predisposed thereto, if a chuige of position were 
sought to be effected by lever motions of the handle of the sound, although 
the uterus is fixed. 

In hysterical women with a tendency to syncope, the first sounding 
aboald not be performed during office hours, as the patient may be so 
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affected by the procedure as to render transportation to her home impo0- 
sible for hours. After difficult soundings which required force^ having 
more of the character of dilatations^ the patient should be kept in bed for 
one hour as a rule^ and be made to use disinfecting vaginal irrigations, 
for one or two days. Occasionally colicky pains occur some time after 
sounding. For these, as well as for violent pains after sounding gener- 
ally, a subcutaneous injection of morphine is the simplest remedy. How- 
ever, in general it is not at all objectionable to make even a first 
examination with the sound at the office. I have never met with such 
severe accidents. But violence should be guarded against, lest a careful 
diagnostic sounding be perhaps transformed into a forcible dilatation. 

G. Examination with Specula. 

The vulva and the vestibule, the relations of the hymen, of the orifice 
of the urethra, and of the posterior commissure are inspected without 
auxiliaries. But if the vagina or the vaginal portion of the uterus is to 
be examined with the eye, instruments must be employed which have 
long been known under the name of specula or vaginal specula. 

There are, in the first place, cylindrical specula, formed of glass, dear 
or opaque; metal, rubber, or wood. Their external end is expanded in 
funnel shape, so that they can be held without obstructing their lumen. 
Their internal end is bevelled off. The specula of opaque white glass are 
the cheapest and best; they do not require the strong illumination neces- 
sary for the dark rubber tubes. The various chemicals employed do not 
destroy the glass. Cleansing is very easily done. Of like form are the 
so-called Fergnsson's specula. They are made of silvered glass protected 
by a rubber covering. These specula will be found requisite only if the 
patients cannot be examined near the window and by daylight. Even 
with moderate illumination the relations of the vaginal portion are rea- 
dily observed, and if any portion is to be very closely inspected, a Fer- 
gusson's speculum will be required after the use of the opaque glass 
speculum. The main fault of the instrument is its high price with slight 
durability. Similar instruments have also been formed of thin German 
silver. They are very useful at first, but the polished surface is rapidly 
dimmed. The rubber specula have the advantage of infrangibility, the 
the disadvantage of being applicable only in very bright light. The 
wooden specula are employed for the actual cautery of the vaginal por- 
tion, because the heat cracks the glass, melts the rubber, and renders the 
metal unbei^rably warm. 

If a speculum is to be introduced, we examine first with the finger, to 
estimate the capacity of the vagina and select the proper size of specu- 
lum. 

Besides we learn by the touch where the vaginal portion is, and on 
introducing the speculum can direct its point to the appropriate place. 
With two fingers of one hand we first separate the vulva in such a man- 
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ner as to draw the labia minora well downward at the same time. Then 
the point of the tube is placed into the yagina above the posterior commis- 
sure, and the speculum is passed along^ rotating, in the ascertained axis 
of the vagina. Corresponding to the upward concavity of the vaginal 
axis, we first direct the point, the in7ier end of the speculum, downward, 
and then, passing in farther, depress the external end. 

The urethral prominence is very sensitive; should it perhaps be just 
in front of the margin of the speculum and be rubbed and pressed upon 
by the latter, the patient will feel pain and unconsciously bear against it, 
80 that the speculum will have to be withdrawn and the prominence 
avoided. Every beginner will learn to overcome this little difficulty 
within a short time. 





Tto. 9.— Opaque glass speculom. Fio. 10.— Cii800*8 Specnlom. 

While the instrument is poshed up, we observe through its lumen the 
unfolding vaginal walls. If a peculiar position of the vaginal portion 
. has been previously ascertained, it must be borne in mind during the 
passing. The edge of the tube scrapes off the vaginal mucus and carried 
it upward, so that the observer gets also some idea of the secretions. 
With rotatory motions, withdrawals, and rp-introductions the vaginal 
portion is caught in the opening of the tube. Hereby the os uteri must 
be rendered plainly visible. Difficulties exist only in very fat persons 
where the tube is too short. 

Moreover, the speculum may be introduced in such a manner as to 

press the opening upward. The point must extend beyond the urethral 

prominence before we twist or push. With this introduction, owing to 

the tenser anterior vaginal wall, we have the advantage of catching the 

8 
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Taginal portion more quickly in the lumen. If the couch be soft, so that 
the pelvis of the patient is much depressed, the last-described introduc- 
tion is advantageous. 

Another, still older kind of speculum is that composed of two or more 
yalves. The best of this class, and the only one still in use, is that of 
Cusco. 

The chief advantages of this speculum are that, in case the introitus 
IS painful, it is more easily introduced. Owing to its conical shape, the 
introitus is but gradually dilated. Moreover, the speculum is self-re- 
taining. Should we desire to perform any therapeutical manipulation, 
it will always be annoying to have one hand occupied with the speculum. 
But if the glass speculum be not held, it is often extruded by the abdo- 




minal pressure, and if the patient hold the instrument, the vaginal por- 
tion will often slip out, and we again have the difficulty of replacing it. 
But if, at first only for diagnostic purposes, the Cusco speculum has 
been introduced, or the vaginal portion engaged, the speculum can be 
allowed to remain while we select and fetch remedies or instruments for 
therapeutic purposes. Hence for the practitioner the Cusco speculum is 
excellent and indispensable. 

The Cusco speculum is introduced so that the width of the upper 
valve points at first vertically, then it is turned around, advanced toward 
the vaginal portion, and opened by turning the screw. By lever motions 
the vaginal portion is caught in the Inmen, but should they fail, the 
portion is dniwn into the lumen with the tenaculum, or pressure with 
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the sound. Bright illnmination is requisite. Preyious to remoyal^ the 
Taginal portion is to be pushed out of the speculum while making trac- 
tion. If this be not done^ we might with the speculum draw down the 
Taginal portion or the uterus and thus often cause quite seyere pain. 

Formed altogether differently and based on other principles are the 
grooyed specula. The idea of these instruments originated with Marion 
Sims, who may be called the father of the whole of modem gynecology. 
Although not eyerything which he asserted is correct, he still has pointed 
out new paths to inyestigation. He it was who first made gynecology 
surgical in principle, and it is the persistence in this direction which has 
secured to gynecology its modern triumphs. Sims made the peculiar 
obseryation that in the knee-elbow position the abdominal coVerings and 
all the intestines sink downward. The uterus and yagina take the same 
direction; but if the posterior wall be held fast in the sacral excayation, 
only the uterus and the anterior yaginal wall follow that course; at the 
same time the yulya opens; the air rushes, often with audible noise, into 
the yagina which becomes inflated, and we see the yaginal portion and 
the anterior yaginal wall. Instead of the knee-elbow position, Sims soon 
chose another more conyenient to the patient — the one called after him 
Sims's lateral position. 

In that position the woman lies near the edge of a table, on her left 
side. The left arm being extended backward, the 
breast and abdominal surface are directed nearly 
downward. If now the whole body be so placed 
that the pelyis is rather near the edge, the trunk 
and thighs slightly bent forward, the yulva be- 
comes yery plainly yisible. Then an assistant, 
standing behind the patient with his face toward 
her lower extremities, separates the buttocks, 
Sims's grooyed speculum is introduced, the pos- 
terior yaginal wall is drawn strongly toward the 
sacrum, and the speculum giyen to the assistant 
to hold. Although it is more conyenient for the ^ ,« „. . « 

, . . . , °, , , ^, ^ ^, Fio.U.-Sim8'i Speculum. 

physician to haye the woman placed upon the table, 
still any sofa will do. If the examination is to be prolonged, the physi- 
cian sits down upon a chair opposite the yulya. If the parts be not 
suflSciently risible, for instance, if the anterior yaginal wall be too long, 
this wall must be pressed against the anterior pelric wall with an instru- 
ment (sound, Sims's depressor), or the uterus be drawn downward with a 
tenaculum hook inserted into the anterior lip of the os. The illustra- 
tions (Figs. 13 and 14) show a single and a double tenaculum hook with 
long stem, for traction on the yaginal portion. If greater force is to be 
used, this may be effected with Simon's forceps depicted in Fig. 15. 
The latter represents two double tenaculum hooks joined like scissor 
blades which can' be fixed by dentated plates (cr6mailWre). Such for- 
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ceps with different cnryatures are known by yarions names. Usnally they 

are called Mnzenx's forceps. 

The disadvantages of Sims's position are the following. First, the 

combined examination cannot be performed in this position. Second, we 

cannot see the patient's face 
which is of great yalae to ns 
in manipulations; for in- 
stance^ daring sounding, to 
observe whether we canae 
pain or not, that is to say, 
whether the patient uncon- 
sciously contorts the face or 
not. Third, an assistant is 
required. This is a deciding 
point why, for instance, this 
position is unfit for the office 
hour of the practitioner. 
However, Sims's lateral posi- 
tion has many important ad- 
vantages in another direc- 
tion. 

In the first place, it is 
undeniable that the vaginal 
portion and its neighborhood 
are presented to us only in 
Sims's speculum without dis- 
tortion or alteration by pres- 
sure. For instance, should 
we desire to form an opinion 
about the shape and extent 
of a lateral laceration, or the 
conditions of the os uteri, 
i^oiitlS^i'^imiimhook.}®^^^ tlie gaping of the lips, etc., 

manipulations in the vagina and at the vaginal portion of the best method is the CXaml- 

nrr-Mu««..fo«ep.,e^8Un<». nation in Sims's speculum. 

Moreover, the customary 
minor manipulations, the scraping of the vaginal portion, the introduction 
into the uterus of instruments such e^ sounds, tents, caustics, brushes, and 
injections of the uterus, can be performed with particular facility in the 
lateral position. The excursions of the lower part of any instrument are 
not in the least hindered in it. In version of the uterus, especially for- 
ward, it is often uncommonly easy to get into the uterus, while in the 
dorsal decubitus we often strike the posterior cervical wall with the point 
and cannot get any farther. 

To sum up, Sims's position is excellent for the etecution of minor 




Flo. 18. 



Fio.14. 



Fio 15. 



OBNEBAli DIAONOSIB. 



87 



0])eration8 in a cc^e with which toe are familiar, bnt the dorsal position 
should be chosen for the formation of a diagnosis when first meeting the 
patient. 

A Tery material improvement of Sims's specnlum has been effected by 
Simon. That specnlum can also be used in the dorsal decubitus^ and 
Simon has named the position in which he usually operated, theano-dor- 
Bal position. The blades are formed exactly after those of Sims, but are 




Tta. lA.— Simon's specnla. a, lower part; 6, upper part; e, d, smaller and larger, upper and 
lower attacbments; e, fenestrated perineal specula devised by Simon for oolpoperineorrbaphy. 

moTable on a handle, so that they may be changed according to the size 
of the genitals. As in the dorsal position the anterior vaginal wall 
naturally remained down, Simon devised a particular holder for this wall 
(Fig. 16, b). By drawing on both handles, the vaginal walls were sepa- 
rated and the vaginal portion became visible. Id order to remove sJso 
the soft parts on both sides, special lateral holders were constructed for 
use in operations on the vagina. The latter are unnecessary if we employ 
my specula^ to be described hereafter. With this speculum the vaginid 
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portion can be made yery freely accessible. . Held by deft hands, the 
specolnm does not hide the field of operation; by oblique position, with- 
drawal, or further introduction of either half, yarious parts can bo so 
placed as to be easily accessible for operation. This, too, is the main 
purpose of the instrument It is less used for diagnosis. But all the 
adyantages which were claimed for Sims's speculum are likewise present 
in that of Simon. During operations, Simon's modification of Sims's 
speculum is in uniyersal use. 

Besides the specula named, there is any quantity of others. Espe- 
cially is the attempt made oyer and oyer again to construct specula com- 
bining the adyantages of Simon's diyision with self-retention. Of course, 
all these instruments haye their adyocates without haying come in gene- 
ral use. Their price alone, of some yery high, is a bar to their employ- 
ment by many physicians. 

H. Thb Diaovostio Dilatatiok of thb Utebus with Tbitts. 

With yaginal specula we can inspect the lower uterine surface, at 
times eyen a part of the ceryical canal, but a ylew into the uterus is 
impossible. All instruments — ^uterine specula — which haye been con- 
structed for this purpose haye preyed worthless. Howeyer, if we desist 
from inspection of the uterine cayity, there are methods which at least 
render it accessible to the palpating finger and to larger instruments than 
the sound. These are the methods of dilatation. 

For a long time already has the uterus been dilated, by tents, by 
forcible stretching, and by incisions. 

Tents are made of three substances: of fine-grained sponge (sponge 
tents), of sea tangle (laminaria tents), of Nyssa aquatica (tupelo tents). 

The oldest, the sponge tent, has eyen to-day yet many adyocates, 
although, owing te the great difficulty of their disinfection, the majority 
of gynecologists inclines more teward laminaria and tupelo tents. 

The sponge tent acts not alone mechanically, but also irritatingly. 
Its leads te congestion and softening of the tissue in ite neighborhood. 
When expanding, it, as it were, grows inte the mucous membrane, so 
that on withdrawal a part of the mucous membrane is remoyed with it. 
Despite all disinfection, it soon becomes offensiye; decomposition occurs 
in the sponge which giyes rise te infection. As there are lesions, as 
well as sanious secretions, a strict carrying out of antisepsis will be a 
matter of impossibility with sponge tents. But if we eonditumdUy 
demand of every method of treatment the poesibiUty of keeping dean the 
wounds made, we are bound to discard the sponge tent, in view of our 
inability to carry out this principle when employing it. The dangers of 
infection are not counterbalanced by the fayorable irritetion of the 
tissues, particularly as this irritetion is not eyen always desirable. And 
the wounding of tiie mucous membrane can be done with &r lees danger 
by the curette or caustics. Besides, a large number of oases haye been 
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published of sickness and even death due to sponge tents. Even the 
carbolized sponge tents, obtainable in the market for about five years past, 
become soon offensive and offer no guaranty against infection. For this 
reason I urgently advise to abandon the sponge tent altogether. 

The old method of its application I shall describe in a few words. 

Sponge tents must be made of one piece. We first select a very thin 
one, no thicker than the knob of the sound which can pass into the 
uterus. This tent, grasped in a dressing forceps, is rapidly pushed into 
the aterus. The introduction must be done through the speculum. Sims's 
lateral position is especially appropriate for it Previous to every intro« 
duction, the uterine cavity must again be sounded. For if the direction 
is well known, the introduction will be rapid; if this fail, the point 
swells and further advance is impossible. Moreover, the sponge must 
not be too thick, or it will pass the internal os with difSculty. After 
the sponge tent has been brought in position, it is watched for one or 
two minutes. After that, it has expanded somewhat and will retain itself. 
This expansion is hastened still more by a warm disinfecting injection. 
A sponge tent can be removed again after five or six hours. This must 
be done carefully, lest the string or a piece of the sponge break. Especially 
out of the palmsB pHcat» the sponge must bo almost enucleated by the 
finger. If the dilatation be insufficient, another sponge is introduced 
after irrigation of the uterus. It should hardly ever be necessary to use 
many sponge tents. The mechanical effect of dilatation is less than that 
of fluxion, so that the finger may enter the softened uterus with some 
degree of force. Should it fail, then a new sponge would not be likely 
to mechanically dilate the uteru^ still more, but there would rather be 
the danger of a rapidly spreading infiammation in the swollen turgid 
tissue. The removal of the sponge tent is immediately succeeded by the 
therapeutic measure eventually required — ^irrigation of the uterus, injec- 
tion, cauterization, curetting, etc. 

The laminaria tent dilates much more slowly, not reaching its great- 
est Tolume in less than thirty-six hours. If laminaria tents removed from 
the uterus are laid in water, they usually continue to swell a little. 
Particularly old laminaria tents dilate much more slowly than fresh ones. 
There are solid and perforated laminaria tents; the latter dilate more, 
but cannot be produced in very thin and long shape, so that the solid 
tents are more often needed. The danger of infection may be avoided in 
the employment of laminaria. Aseptic tents I produce in the following 
manner. The tents are tied to a cord so as to make the latter pierce the 
entire cavity and a transverse hole near the lower end, and to surround 
the entire tent in a groove. The tents are then thrown into a reagent 
glass containing boiling alcoholic solution of salicylic acid. After boiling 
one minute, the tent is withdrawn by the cord and dipped into another 
reagent glass containing salicylic acid dissolved in hot fluid wax. Even 
the cord is dipped to the end in the boiling liquid, the tent is rapidly 
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again withdrawn and allowed to cool, the nnwaxed piece of cord is cnt 
off, and the tent is wrapped up and preserred. Before use, the tent 
must be dipped in boiling salicylic or carbolic acid solution to render i 
flexible. This solution dissolyes the thin coating of wax and the tent is 
ready for insertion. 

If the uterus is to be dilated with laminaria tents, the yaginal portion 
must be exposed by Sims's speculum in the lateral position, or by Simon's 
specula in the dorsal decubitus. Then the vaginal portion and the 
cervical canal are again cleansed with moist carbolated cotton. Many 
gynecologists also insert the tents in the dorsal position of the patient 
This is much more difficult. We require complicated instruments to 
hold or pierce the tent, and the point must necessarily be pressed into 
the mucous membrane at the angle where the uterus bends. Whoever 
has once practised the introduction in the lateral position will always 
choose this method again. Any person is qualified to hold Sims's specu- 
lum. The exposed vaginal portion is seized with a tenaculum at the 
anterior lip which is drawn taut Thereby the bend of the uterus is 
obliterated or at least made less acute. Now the sound is passed once 
more, so as to thoroughly familiarize ourselves with the course the tent 
is to take. We then choose the tent the circumference of which exactly 
corresponds to that of the readily passed knob of the sound, and oan- 
tiously push it up, while the tenaculum fixes the uterus. 

The end of the tent must project somewhat out of the external os 
uteri, lest the tent dilate within the uterus, leaving the os undilated. 
For the removal of the thick, soft, and friable tents from the narrow 
and hard os uteri may be very difficult: incisions have to be made, and if 
the cord break or cut its way through, or if on traction the lower end of 
the tent separate, the removal may last for hours and cause the patient 
much suffering. 

The tent being placed, a tampon is laid over it. Then the speculum 
is withdrawn and we wait eighteen or twenty-four hours. Then by trac- 
tion on the cord, tent and tampon may be removed together. If that be 
not easy, the tampon may be removed first, then the tent Not rarely 
the tent is unable to dilate the internal os. While the tent expands in 
the uterus and cervical canal, it is firmly surrounded by the internal os. 
Only with very vigorous traction, often accompanied by a loud cry of 
pain by the patient, the tent yields, and the deep groove in its middle is, 
as it were, an impression of the internal os. If the desire had been to 
render the os patulous, the object has not been reached in these cases. 
After removal of the tent, we first irrigate the uterus with my own (see 
below) or Bozeman's catheter. 

We then attempt to introduce the finger o( the necessary instrument 
Regarding expansibility, the tupelo tents stand between sponge and 
laminaria. Unfortunately the tupelo tents are generally too short so 
that they can barely be used. 
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L Thb Mbchakioal Dilatatiok of thb Utbbus. 

An tents are open to the objection that their employment is slow, 
tronbleeome, and not free from danger. Eyen without the occurrence of 
infection and resorptiye feyer, there may be recrudescences of a chronic 
perimetritis. Not rarely, howeyer, the tent is insufficient to dilate the 






Vto. 17.— fiolialtae*8 dilator. 



Fio. 18.— lYitwh*! uterine diUton. 



internal os, and we haye to resort to instruments to oyercome this resist- 
ance. For this purpose Schultze constructed the forceps depicted in 
Fig. 17. 

This instrument is to be employed if the dilatation secured by lami- 
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nana shonld proTe insafficient Great stress is laid on the softening dt 
the tissues. This is a consequence of the employment of laminaria. 

For some time past^ a reaction has set in against all kinds of tents. 
A number of authors have proposed mechanical dilators, and have held 
the method of rapid, forcible dilatation to be less dangerous and more 
practical. 

In the first place, it should not here be forgotten that, in a large 
number of cases, the tissues have been favorably prepared for access by 
the very disease which is to be diagnosticated by entering or palpating 
the uterine cavity. Moreover, we have more frequently to deal with 
mnltiparsB than with primiparsa, and in the former the uterus is wider, 
lazer, and more accessible. In these cases, a preparatory dilatation of 
any kind would be superfluous. We proceed in the manner directed by 
Schroeder, dividing the cervix bilaterally, fixing the os with Muzeux's 
forceps, and, using the finger as dilator, working upward. In many 
cases, even the division of the cervix is nnnecessary, as for instance in 
the retention of remnants of abortion, in which we can gradually 
insinuate the finger to the fundus for diagnostic purposes. The same 
procedure is not rarely possible in tumefactions and hemorrhages of the 
mucous membrane. However, should the division have been done, the 
lateral incisions may be sewed up again unless we prefer to leave them 
open f#r the future performance of similar manipulations. 

Schroeder's method is particularly advantageous also in cases where 
the diagnosis of intra-uterine polypoid tumor is to be made. In these, 
every other method is inferior and more dangerous, and the frequently 
very thin cervix permits the incisions very easily. Besides, as they are 
any way required for the ready removal of the tumor, we might as well 
incise the cervix for diagnostic purposes. In disease of the internal sur- 
face of the cervix, Schroeder's method of dilatation is likewise to be 
recommended. By drawing down and inverting the two halves of the 
vaginal portion forward and backward, the internal surface of the cervix 
is exposed to view, and the diagnosis of the affection in question is easily 
made. 

Other authors have employed instruments. There exists a whole 
series of dilators so constructed that two upper arms situated within the 
uterus become separated by screwing or pressing. Undoubtedly many 
cases in which the inventor succeeded " easily and rapidly " the uteri 
would not have presented any great diflSculty to the finger. Qf these 
numerous instruments, the one of Schultze, given above (Fig. 17), is 
the best. This, of course, is not intended to mean that other gynecolo- 
gists could not be satisfied with the instrument they have used hereto- 
fore. Based on a similar principle are the instruments intended not 
only to press the uterus apart, but also to incise it. These hysterotomes 
have more of a therapeutic character, and therefore will be considered 
later. 
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Of late, I haye devised instrnments which correspond about to 
Simon's urethral specala. Peaslee and Hegar, too, had before con« 
stracted similar instruments. Given the surgical task to stretch a 
narrow canal in a resistant tissue, the surgeon will not be in doubt that 
this dilatation is best performed quickly. For this purpose my dilators 
will answer. If the abdominal coverings are very lax and the uterus 
movable, they are introduced in the dorsal position, one after the other, 
into th6 uterus, the latter being fixed from the abdomen. 

In nullipara, the uterus can seldom be so controlled from without as 
to be quite securely held. Then we employ Sims's lateral position 
(see Fig. 11), sound first with a small instrument; then, having intro- 
dnced a Sims speculum (see Fig. 12), the vaginal portion is seized with 
Muzeux's forceps, one number of the dilators after the other is gradually 
and slowly pressed in. During the dilatation, vagina and uterus are 
irrigated with carbolic-acid solution. According to the purpose of the 
dilatation, either only the smaller numbers, or all of them up to the 
largest, are introduced. All manipulations of this class are dangerous 
and not to be employed unless the indication is quite clear. It would be 
quite erroneous to believe that the danger of infection is the only one in 
forcible dilatation. 
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CHAPTER IV. 

GYNEOOLOGIGAL ANTIBEPSIS. 

A. Prophylaxis. 

A LABGB number of gynecological surgical procedures haTe kldi^^ 
been objedted to as too dangerous. It was not to be wondered at that 
the whole body of practitioners occupied a negatiye position toward a 
practice which would remove minor ailments by very dangerous manipu- 
lations. A condition^ in itself not dangerous to life nor eyen materially 
affecting general health, demanded a treatment which might be followed 
by fatal results. Howeyer, the observation of spontaneous recoveries, 
even if delayed to the climacteric, induced many a patient physician to 
comfort his still more patient clients with hopes for the future. The 
idmost annually recurring reports of exudations following incisions, or 
peritonitis and even death succeeding intra-uterine treatment, positively 
forbade the practitioner to admit such methods, were they ever so 
rational, into the legitimate means of cure. 

The greater portion of these dangers, however, were the consequence 
ot infection. Since antisepsis has found systematic employment also in 
gynecology, the dangers of many methods have entirely disappeared. 

The gynccrlogist is bound to proceed according to the following, 
partly self-evident rules: 

Every instrument is to be most scrupulously cleansed after use. 
Sounds and knives, tenacula, scissors, etc., previous to their employ- 
ment must be dipped into five-per-ceut carbolic-acid solution, be rinsed 
in it, and washed off with it. Whoever does much sounding had better 
preserve the pounds in a solution of carbolic acid. The specula are to 
be greased with u disinfecting mass. I use for this purpose carbolated 
vaseline (1 : 10), but note that, though rarely, cases occur in which this 
mass causes great burning. Therefore berated vaseline (acid, borac., 2 
gms. ; vaseline, 8 gms.) may be likewise employed. For the mopping up 
of vaginal or cervical mucus, always pure dressing cotton, never old 
linen or lint, is to be used. Should there be any lesion, benzoated or 
£alicylated cotton must be employed, and the same is necessary for those 
tampons which are to remain for any length of time. Previous to any 
ininor surgical manipulation, such as scraping of the vaginal portion^ 
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scarifications, etc., the yaginal portion and the accessible part of the 
oenrix are carefully wiped clean with a pledget of cotton dipped in three- 
per-cent carbolic acid solution. This likewise is to be done especially if 
«n instrument is to enter the uterus. If there be no leucorrhoea, and 
the yagina be narrow, sounding may be done without preceding irriga- 
tion and cleansing of the yagina; but in the presence of leucorrhoea, the 
Tagina must always be cleansed through the speculum preyious to sound- 
ing, lest yirulent or infectious secretions be carried into the uterine 
cayity. 

One or two days before eyery major surgical procedure, such as 
amputations of the yaginal portion or discissions, if at all possible, the 
yagina should be irrigated with disinfectants in the recumbent posture^ 
at least three or four times in the twenty-four hours. It is obyiously 
impossible to completely disinfect the genital passage by a single irriga- 
tion, eyen if combined with wiping of the ceryiz. But if certain quan- 
tities of fluid remain in the yagina, they must also spread upward at least 
as &r as the internal os. Hence if the irrigation is repeated from three 
to six times, the guaranty against infection is greater. The repeated 
moistening of the external genitals with disinfecting fluid, besides, has 
the adyantage of preyenting, during surgical procedures, the transporta- 
tion by the speculum or finger of any infectious masses from the external 
to the internal genitals. Therefore, in the case of an uncleanly patient, 
a sitz-bath or washing of the genitals in the bidet belongs to the prepara- 
tions. Especially sanguinolent remnants must be carefully remoyed 
from the hair. Since I haye had these preparatory irrigations and 
deansings made, I haye neyer seen the least infiammations after minor 
operations. 

If carbolic acid is to be employed, the two-per-cent solution should 
be prescribed in large quantities or be made personally in the house of 
the patient. Despite the most careful directions, mistakes will occur: 
too strong solutions are used or such in which an undissolyed portion of 
the acid has settied at the bottom. Then we haye some bad bums 
which are exceedingly painful. Therefore a non-caustic disinfectant is 
preferable. I usually prescribe a powder of three grammes of salicylic 
add which is to be dissolyed in some Gologne water or alcohol, and 
added to the irrigation or to one litre of warm water. In this way, we 
obtain a three-per-cent salicylic acid solution. Potassium permanganate 
solutions may also be employed; their only drawbacks are the dark color 
and easy decomposition, so that portions remaining in the genital canal 
haye no lasting effect. 

During the actual operation the wound is kept aseptic by frequently 
syringing with disinfectants. Schroeder has introduced a method of 
permanent irrigation during operations in the yagina. Any one who 
eyer employed this method will rapidly become an adyocate of it. The 
irrigation can be most easily done witii my gigantic speculum. This is 
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80 contrived that a flat tube is soldered to the npper wall situated beneatik 
the symphysis and opens at the upper margin of the specolam; exter- 
nally it ends in a knob beneath which a faucet is attached. If the knob 
is connected with an irrigator by means of a rubber tube, and the faucet 
opened, the disinfecting solation flows from within, from the Taginal 
yault, across the wound. Of course, if the vaginal portion is drawn far 
down, another stream must be directed against the raw surface poadbly 
situated in front of the vulva. 

B. AFTEB-TBEATHSlSrr. 

Immediately after any therapeutic procedure, all blood should be re- 
moved if possible. But as arrest of parenchymatous oozing does not 
always succeed, a tampon is to be inserted or pressed against the walls. 
In such a case the tampon is best saturated with three-per-cent carbolic 
solution, but squeezed dry. The removal of every tampon is to be fol- 
lowed by an irrigation. If there has been only a cauterization or abstrac- 
tion of blood, warm water will suffice which will remove the crusts, 
coagula, and possibly retained remnants of the cotton. After operations, 
disinfecting irrigations are necessary. 

In general, the following may be said respecting the antiseptic treat- 
ment of gynecological wounds. 

We must be convinced that the chief requisites for an antiseptic 
dressing of wounds of the vagina or uterus are furnished already by the 
natural conditions. The wound lies deeply, as it were subcutaneously. 
As protective silk guards the wound against every influence, so the oppo- 
site wall is apposed and exerts some degree of pressure which is idso 
thought desirable in the Lister dressing. A long canal — ^the vagina — 
fulfils about the functions of the drainage tube and of the layers of 
gauze. Therefore, if the vagina has been irrigated, and if the danger- 
ous air of a hospital is not present in front of the genitals, a uterine or 
vaginal wound will be under the most favorable conditions for healing. 
Experience, too, has taught us on innumerable occasions that wounds of 
these parts do not become infected even in inferior hospitals, and heal 
promptly. I would but call to mind the vesico-vaginal fistulaB, the pro- 
lapsus operations, the countless discissions and operations on the vaginal 
portion which some clinicians have performed. Assuredly, therefore, we 
have far more favorable conditions in wounds of the genitals than in 
those of any other part of the body. If a wound has not been infected 
during the operation, a subsequent infection is hardly possible unless 
copious secretions or dead particles of tissue remain in the vagina. 

Less favorable, however, are the conditions if the lesion or the secret- 
ing wound is not at the vaginal portion, but in the uterus. Our practice 
teaches us that ^^ absolute antisepsis " unfortunately is impossible. If a 
dressing remains too long, the secretions putrefy underneath and act in- 
fectiously, despite all antisepsis. In like manner, secretions stagnating 
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in the nterus will become septic and act infectionsly. For this condi- 
tion, too, nature has natural remedies. The process of the immediately 
adjoining inflammation softens the uterus so that its portals become 
readily pervious. According to the law of gravity, foreign bodies in the 
uterus sink into the vagina, or the uterus is excited to contractions and 
expels the dangerous contents. The capacity of every organism to ex- 
clude a certain quantity of infectious material by processes of demarca- 
tion, or to absorb them and render them innocuous, overwhelm them, so 
to speak, makes a favorable result possible even without any therapeutic 
measures. 

0. Tbbatmbnt op Sbptio Gtneoologioal Wounds, TJTBBiira 

Catheter. 

But it is not always permissible to leave nature unaided. We must 
try to avert the danger. This is done by rendering the discharge possi- 
ble and disinfecting it according to general surgical principles. As the 
uterus is at an angle to the vagina, it is necessary to irrigate the uterine 
cavity, like a deeply situated, irregular abscess cavity, the efferent channel 
of which does not run in a straight line. For such irrigations we employ 
the uterine catheter. A large number of these instruments have been 
constructed. I myself have devised various uterine catheters for pur- 
poses of irrigation which I have had in use for nearly ten years. 

Fig. 19 represents one of the thinner numbers of my uterine catheter. 
It is a plain tube open above and can be employed for all disinfections of 
the uterine cavity. 

Fig. 20 likewise is a very useful instrument having three openings on 
each side. The conical smooth extremity renders this catheter easy of 
introduction into the uterus. The catheter with open extremity is more 
liable to injure the mucous membrane despite the greatest care. 

If the cavity be very wide. Fig. 21 may also be employed. This ca- 
theter, originally constructed by me for irrigating the puerperal uterus, 
allows a large quantity of fluid to pass. The latter issues from all open- 
ings, as may be easily ascertained, so that the uterine cavity is thoroughly 
cleansed. 

Daring all irrigations of the uterus some fear was justly felt lest the 
fluid penetrate into the tubes. If the internal os was narrow, or the 
uterus contracted in consequence of the irritation of the inflowing disin- 
fectant, the OS being firmly applied around the catheter prevented the 
fluid from returning. Great pressure, therefore, could force the fluid in- 
to the tube. For this reason instruments are preferred which permit the 
return of the fluid. The prototype of these instruments is the old cathe- 
ter A double courant, Fig. 22. There are two openings at its extremity. 
One tube of the double-current catheter opens into one of them, while 
the fluid flows back into the second and returns by the other tube. This 
instrument is not well adapted for disinfecting the uterus, because the 
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efferent tnbe does not answer the purpose, being too narrow and easily 
plugged by mncos or coagala. For other manipulations, such as irrigat- 
ing the bladder, this catheter is used yery extensiTely. 

Of the many uterine catheters intended to permit the return of the 
fluid despite a contracted os, the best instrument is that deyised by 
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Bozeman, Figs. 23 to 25. I had this catheter made separable and effeoted 
some modifications which certainly tend to materially improve it. 

Bozeman's catheter is so constructed that a thin tube is surrounded 
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by a thicker, uterine tube (Fig. 23, a i c). The fluid, entering at d from 
the irrigator, issues from the thin tube at a and spreads in the uterus. 
Even if the os or the cervix closely surrounds the catheter, the fluid can 
re-enter through the large lateral fenestite b, and be discharged through 
c; c lies in the Tagina. By using the catheter through a speculum, we 
can conyince ourselves of this fact. The great lumen of the ensheathing 
cinder permits even larger, tenacious masses of mucus to pass through 
the catheter. 

The original Bozeman catheter has three disadvantages. First, the 
distance from a, the discharging point, to the tip of the catheter is too 
great. If the uterine wall hugs it closely, unless we use great water 
pressure which is always dangerous, the neighborhood of the upper ex- 
tremity of the fundus remains non-disinfected. The fluid returns below. 
Second, the extremity is made hollow, so that here, in spite of every care, 
particles of tissue adhere which are hard to remove. Thirdy the double 
cannia can be cleansed only with difficulty if it should become plugged, 
which happens often. I therefore modified the catheter as follows: The 
point is solid and is as short as possible; the discharge opening is high 
up, dose under the point. Besides, the thin tube is fastened to and in 
the thicker one by a peculiar screw which permits removal of the thinner 
tube for the purpose of cleansing the thicker part. The whole instru- 
ment is somewhat larger and therefore handier. If it is to be cleansed, 
after use, of the mucus remaining in the thicker tube, it is unscrewed 
and slipped off the thinner tube. The mucus then drops out or is re- 
moved by agitation in a vessel of water. In multiparsB it is almost al 
▼ays possible to insert this catheter into the uterus without preceding 
dilatation. 

This catheter has first of all the advantage of being very handy on ac- 
count of its curvature. Besides^ there is no possibility that, in close 
application of the os or cervix^ the fluid will penetrate into the tube. 
While the catheter is in position, the passage from the uterus into the 
vagina is moreover so slightly curved that the fluid and what it is intended 
to remove will readily pass from the uterus into the vagina. Flexible 
copper catheters have also been constructed to permit entry into a fixed 
and flexed uterus. 

But if ichorous masses have remained for some length of time in the 
uterus, it can be assumed that the tissues adjoining the surface have be- 
come penetrated by septic germs so that a simple irrigation will not suffice. 
Just as noxious matters are absorbed by the lymph- vessels, so undoubtedly 
are those substances which render them innocuous. The therapeutic 
paradigm for putrid infection is carbolic acid intoxication. We may hope, 
therefore, that the disinfecting solutions remaining behind after irriga- 
tions become absorbed, and as it were follow the septic matters in their 
passage into the depths and render them harmless. Hence in many 
cases, after preceding careful removal of all decomposed secretions, re* 
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peated irrigation of the ntems suffices. But this result is not always so 
easily reached. To keep up the parallel with surgical cases, in these the 
surgeon would cauterize. By cauterization we destroy the uppermost 
layers containing t7io«^ of the germs, and protect the wound by another 
appropriate dressing against renewed infection. It is not always possible 
to conquer infection in this manner, for the cauterizatiqn does not always 
reach as far as the invasion of bacteria. But the body assists the physi- 
cian in natural manner. If there be no further introd action, the body 
will oyerwhelm the old ones. The fever moderates; the septic germs 
haye been definitely destroyed or excrefced by the organism, assisted per- 
haps by appropriate drugs, such as quinine or sodium salicylate. 

If we apply these general principles to the internal female genital or- 
gans, we have the disadvantage of being unable to see the wounds. The 
important guiding points gained by the surgeon from the quality of the 
granulations, the covering of the wound, etc., are usually lacking to the 
gynecologist Therefore, besides the results of palpation and the toudi, 
there are but two things remaining to indicate energetic procedures — ^the 
general condition, and the secretion of the wound. 

Far more carefully than in any other specialty must the temperature 
be measured and the pulse observed after gynecological operations! Should 
we conclude therefrom that fever is present, loc^ examination, especially 
that of the secretions of the wound, will show whether the fever is refer- 
able to the wound. In that case the wounds have to be attacked. 

The locality makes it impossible to employ the energetic causfcics eat- 
ployed by surgeons. The surfaces to be irrigated are not such as ^nU 
have to heal together in future; therefore, strongly destructive measures 
are excluded eo ipso. But an irrigation of the uterus with five-per-cent 
carbolic solution is to be permitted. The burning sensation in the vagina 
is to be very simply avoided by directing the tube of a second irrigator 
filled with water into the vagina and using it simultaneously. 

In numberless cases this treatment will be followed by obvious im- 
provement or cure. Then the greatest care in observation is pre-emi- 
nently necessary. Even in private practice this is possible — by self- 
registering thermometers which are to be shown several times daily, or 
with more intelligent people by the construction of a temperature ohort^ 
the further course is to be car^uUy observed. 

D. PEBHAIirENT ISRIGATIOir. 

Should the fever persist in spite of these measures, there remains to 
us one energetic procedure— ^rman^n/ irrigation. It alone enables us 
to employ strict antisepsis in the depth of the genital tract Both in 
cases in which the above-described measures fail and in those in which 
the danger of infection would be especially grave, it is necessary to use 
permanent irrigation, or, as I have termed it, instillation. For this 
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purpose we reqnire an apparatns which I haye called 'Hhe hydrostatic 
disinfecting machine'' (Fig. 26). 

This apparatus consists of an irrigator filled with disinfecting fluid. 
A Schucking dropping tube^ depicted in the adjoining Fig. 27 in full size^ 
is interposed in the efferent tube. This ingenious little apparatus regu- 
lates the flow. At the opening, provided with a faucet, the fluid enters 
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into a hollow cylinder through the continuation of the thin afferent tube, 
and thence continues its flow in the rubber tube. By the faucet we can 
r^;ulate the flow from the full stream to a rapid or slow succession of 
drops. The layman is always able to convince himself, by observing the 
dropping-tube, whether the apparatus is acting. Whenever this is not 
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the case, that is, whenever there is obstructioiiy the hollow cylinder fills 
and the apparatus most be looked after or set agoing again« 

Schficking originally constnicted this apparatus for the treatment of 
diseased parturients, and devised a catheter (Fig. 28) to remain perma- 
nently m the uterus. To an ordinary Fritsch's uterine catheter a metal-^ 
lie drainage-tube was soldered which was intended to senre for leading the 
fluid out of the uterus. This catheter is too heavy and large; it keeps 
the uterus in an unnatural position and hence may easily give rise to in- 
jury during moyements. For this reason it is better to choose a quite 
thick-walled rubber tube as the intra-uterine part of the apparatus. 

At the lower end of the apparatus shown in Fig. 26, in the afferent 
rubber tube, there is a small transrerse tube intended to keep the tube in 
the uterus. It is passed through two holes in the larger tube; these holes 
should be of about half the diameter of the smaller tube, then the latter 
is firmly held. Below the crossing point two or three openings are cut to 
permit the disinfecting fluid to escape. 

The introduction iuto the uterus may be done in yarious ways; with 
ihe flnger if the uterus be wide, with the sound if narrow, just as drain- 
age tubes are passed deeply in other places. I have found it very handy 
to use the nasal polypus forceps or curred dressing forceps for the intro- 
duction. The short ends of the tube are bent uptcard; then the appara- 
tus is inserted, assisted by the other hand placed externally. 

If the ends of the transyerse tube are bent upward, the upper extre- 
mity of the larger tube must tend upward; when the elastic transyerse 
tube rights itself the drainage tube will rise higher. Were the trans- 
yerse tube inserted in the opposite way, the tube would sink after the 
forceps are remoyed, when the short tube straightens. 

Not rarely it is possible to lay the transyerse tube into the wound it- 
self, for instance after enucleation of large tumors. Often it is sufficient 
to place the transyerse tube in the yagina in front of the os. This will 
be the case especially if the wounds to be disinfected are situated in the 
yaginal yault or the ceryix as far as the internal o& 

The patient had best be placed on a frame with a hole beneath which 
is a bed-pan for the reception of the fluid. But if in priyate practice 
such a frame cannot be had, the upper half of the couch must be raised. 
A bed-pan is placed in front of the genitals to catch the return fluid. 
The bed is kept clean by waterproof underlays. As the whole apparatus 
is moyable, the patient may make some slight changes of position. If 
the bedding is to be changed or cleansed, the lower end of the tube is de- 
tached from the dropping tube, bound to the thigh, and replaced after- 
ward. 

After the apparatus has been started, the full stream is first turned 
on until the returning fluid is almost clear. Then the faucet is turned 
to permit the fluid to pass by drops. 

Eyery two or three days the apparatus is to be remoyed for the pur- 
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pose of cleaning the tube. Even if the patient be free from fever, the 
tube must remain for the time being to permit of instant re-irrigation 
should fever perhaps set in again. If the temperature has remained nor- 
mal for two days, the discharge has ceased or has become simply purulent^ 
the tube may be removed, and the vagina should be irrigated immedi- 
ately afterward. Even if we cause some small wounds by the removal — 
for some blood flows nearly always — there are now no longer any infect- 
ing masses. 

In cases of great flexion of the uterus, I have also tied or sewed the 
tube to a German-silver catheter. With Bozeman's catheter alone, we 
can also effect permanent irrigation. But the instrument is likely to slip 
out; therefore a rubber transverse tube should be sewed to the fenestra 
above. 

It would be claiming too much to assert that in this manner we can 
always control the dangers of infection. But in large, ragged, infected 
wounds of the female genitals, permanent irrigation is assuredly the pro- 
ceeding offering the greatest security. 

E. AxmsBPsis During Lapabotomibs. 

Besides antisepsis in operations within the female genital organs, an- 
tisei>s]8 during laparotomies remains yet to be discussed. Here antisepsis 
is of such paramount importance that it must be managed with the ut- 
most care. A laparotomy without infection is a trifling procedure void of 
any danger, a laparotomy with infection is almost always followed by fatal 
general sepsis. For this reason, here a painfully careful, I might say fana- 
tical, prophylactic antisepsis is justified. 

Previous to every laparotomy, the patient should be made to take at 
least two general baths. Previous to each general bath, the abdomen, 
the vulva, and the anus are well washed with soap. In the bath, the 
vagina is irrigated with fchree or four litres of three-per-cent carbolic so- 
lution. After the first bath, the patient is put into a freshly covered bed; 
the same after the operation. I hold this procedure, in which the upper- 
most layers of the epidermis are fully removed, to be of great importance. 
The most scrupulous disinfection of all instruments is necessary. I keep 
every instrument to be employed in laparotomy wrapped in white writing- 
paper. This paper, of course, is renewed after every cleansing of the in- 
struments. Before the operation, the customary disinfecting soaping, 
brushing, and shaving of the operating surface are performed. 

It is also very important to remove all old faeces from the bowels pre- 
vious to the operation. The observation has been made so frequently that 
collections of pus close to the bowel become decomposed and develop sep- 
tic gases, that we must be spuiTed on to seek prophylaxis. For instance, 
if we are to separate large flat adhesions, if there be in the abdomen an 
extensive raw surface to which the adjoining bowel becomes adherent, it 
is to be feared that the adhering, inflamed, inflltrated portion of the in- 
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testine would be likely to permit the paasage of intestinal gases and ele- 
ments of decomposition. If there be old feoal masses in the bowel, they 
may incite the decomposition of an exudation^ CTen peritonitis and sepsifl. 
I haye thought myself justified in giving, besides evacuants, also disin- 
fecting internal remedies. The possibility of a favorable effect is clear* 
For instanoe, in in&ntile diarrhoeas we must disinfect the contents of the 
bowel Mid can cause the putrid-smelling eyacuations to lose their offen- 
sive odor. In like manner we have the power also in laparotomies to 
obviate a danger in a harmless way. I give from five to ten grammes of 
potassium chlorate or two to five grammes of sodium salicylate twenty- 
four hours before the operation. 

Segarding the epnj, it is certainly unnecessary during laparotomies 
in private practice or good sanitary conditions in hospitals. And as at 
all events it is not immaterial to have larger quantities of carbolic-acid 
solution absorbed by the peritoneum, the S|Nray may be omitted in most 
cases. 

If it is possible, as in nearly all cases, to close the abdominal wound 
exactly by sutures, it becomes completely agglutinated within a few 
hours. Absorption or sepsis from that channel is not possible, hence a 
strict carrying out of the Lister dressing after laparotomies is barely 
serviceable. On the other hand, if a part of the abdominal cavity is to 
be left open in tumors which cannot be fully removed, or if but a portion 
of an open wound extends outward, the strictest exolngion of air or lister 
dressing is of course absolutely essentiaL 

GoKCLUDua^G Bbhabks. 

Fincdly it may be remarked that the belief that through the teachings 
of antisepsis we have about reached the point of perfection would in 
itself be a step backward I Every uniformation of science is a misfortunel 
We can never stand still, but every advance opens up only additional, 
formerly unknown domains of further investigation! The enormoua 
progress for which we are indebted to Lister is but the beginning of a 
struggle the consequences of which are far from being exhausted! Pre- 
liminarily, however, the principles of the Lister method of treating 
wounds have been generally recognized as correct. The next object must 
be, to test and to study, while guarding those principles, the antiseptio 
method appropriate to every single case or every group of peculiar oaseat 
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CHAPTER V. 
GENERAL THERAPEUnoa 
A. Gbkbbal Ooksiderations in Oykboologioal Opbbatioks. 

All therapeatic measares are to be joined to certain periods. Dar- 
ing menstruation, and shortly before or after it, the female genital or- 
gans must be left as qniet as possible. Smaller manipulations, cauteri- 
zations, etc., should not be performed later than four or flye days before 
the expected menstruation, otherwise the irritation may bring on the 
menstruation prematurely and especially copiously. In the same way, 
local treatment should not be commenced sooner than one week after 
cessation of the catamenia, lest the return of menstruation be caused. 
TraTelling to and from the physician likewise should not be undertaken 
in the time immediately adjoining the period. Any larger operation is 
reluctantly performed at the time near the period. On the other hand, 
the dread of CTcry manipulation during menstruation is carried too far. 
I have Tery often injected liquor ferri into the uterus in menorrhagia 
with good result. Above all, however, cleansing irrigations and careful 
washings of the pudenda are not contra-indicatod by the menstruation. 
Explorations during menstruation may possess an important diagnostic 
value. Thus, in inexplicable hemorrhages, we may occasionally detect a 
polypus palpable only during menstruation. 

The manifold minor gynecological manipulations should be done 
with consideration and quiet. There should be no unnecessary noise. 
The exceedingly anxious patients become frightened if the physician 
rattleB the instruments, drops them, or searches too long for the appro- 
priate one. For this reason, everything should be as handy as possible, 
lest there be too much walking about, appearing excited, and frighten- 
ing of the patient. Especially knives and other instruments should not 
be shown unnecessarily. Even the blood should be removed lest the pa- 
tient see it In all manipulations we should strive to proceed with the 
greatest delicacy. A rude uncovering of the patient, a rough touch, is 
forgiven far less readily than an erroneous diagnosis ! Many an older 
gynecologist owes the greater part of his practice to his tact and be- 
havior rather than to his knowledge and results! 

Besides, the physician should proceed as tidily as possible. Drugs 
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which diffuse a disagreeable odor, SHch as pyroligneoos acid, iodoform, 
etc., should not be employed unnecessarily. Medicaments which stain 
and destroy the clothing should be kept away from it The patient's 
attention should be called in advance to the possibility of soiling the 
linen. 

It some unfaYorable occurrence be feared after any manipulation^ the 
patient should be carefully prepared for it; for instance, secondary hem- 
orrhage after large incisions, also the separation of crusts, scabs, shreds 
after extensive cauterizations, colicky pains after uterine injections, dis- 
charge of water after placing glycerin tampons, etc. If this precaution 
be omitted, many a patient becomes much alarmed, excited, and annoys 
the busy physician by continual inquiries and summons. 

If possible, the purpose, the importance, and the manner of the treat- 
ment should be to some extent explained to the patient. Never should 
too much be promised, lest the confidence in the physician's dictum be 
shaken after ftulures. If the case be hopeless, the unfavorable prognosis 
should be reported, not to the patient, but to the relatives. 

B. Yagutal Ibbigatioks. 

Injections into the vagina are made both for cleansing purposes and 
for securing contact of the vaginal mucosa with medicamentous sub- 
stances. The irrigator, Fig. 26, page 51, is to be chosen as the instru- 
ment for conveying fluid into the vagina. It is more practical, cheaper, 
more durable, less dangerous, and more easily applied than all instru- 
ments hitherto in use. 

For irrigating the vagina the instrument should be provided with a 
very long tube measuring two or three metres, to enable the patients to 
insert the vaginal tube into the vagina beneath the clothing without be- 
ing hindered by the latter. The vaginal tube is provided with a faucet 
which is opened as soon as that tube has reached the vagina. 

For cleansing purposes, there should be added to the water a teaspoon- 
ful of table salt, soda (sodium carbonate), a tablespoonf ul of common or 
medicated alcohoL 

The temperature of the water should be agreeable to the patient — 
from 25** to 29° E. (88** to 97** F.). 

Astringents are most frequently added to the irrigation. 

The ordinary agents of that class are: alum, sulphate of copper, tan- 
nin, acetate of lead, sulphate of zinc, sulphnte of iron, acetate of zinc, 
nitrate of silver in weak solution. Also flaxseed tea, weak decoctions of 
starch, of oak bark, and of cinchona bark, with or without the addition 
of opium, were formerly employed. 

For disinfecting purposes, carbolic or salicylic acid, chlorine water, 
hypermanganate of potassium, etc., is added to the water. The two 
may also be combined; for instance, by ordering a mixture of alum (5 : 100) 
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and carbolic acid (2 : 100) for injections. This would be a strongly as- 
tringent yaginal injection. 

For particular therapeutic purposes^ injections are also made of hot 
40'*-41° 0. (104*'-106'' F. ) or iced water. If larger quantities of water are to 
pass into the vagina of the recumbent patient and remain as long as 
possible, the return water is caught in a bed-pan, the efferent tube of 
which is closed with a perforated cork. A thick glass tube extends 
throngh the hole in the stopper to. the bottom of the bed-pan. To the 
glass tube is attached a rubber tube leadiug to a chamber vessel or a pail. 
If the bed-pan be warmed by being filled with hot water, the latter will 
flow off when the pan is raised. If then the patient be placed on the 
bed-pan, the vaginal tube inserted, and the stream kept uninterrupted, 
all the fluid coming from above will be siphoned off. As it is often 
essential to have large quantities of hot water brought in contact with 
the vaginal vault, this apparatus, which renders the frequent trouble- 
some emptying of the bed-pan unnecessary, will be found very usef uL 

Tubular specula have also been constructed which are closed in front by 
a tube provided with two faucets. Into one the fluid enters and returns 
through the other. In this manner local baths of the vaginal portion are 
given. 

Of course, as the stream of water does not penetrate into the cervix, 
the irrigation of the vagina cannot cure leucorrhosa. On the other hand, 
vaginal irrigations are necessary during the treatment of uterine diseases, 
to remove blood, secretions, or remnants of the cautery from the 
vagina. 

The simplest method of irrigation for cleansing purposes is the fol- 
lowing: Two chairs are brought together, the seats being fifteen centi- 
metres apart. A pail is set underneath. The irrigator is placed near on 
a stove, bureau, or hung on a nail. The vaginal tube is within easy 
reach. The patient lifts up all her clothes and sits with bare buttocks 
on both chairs, the vulva being in the centre above the pail. The vaginal 
tube is then introduced and the faucet opened. 

In this way the patient avoids wetting the room and her clothing. 
Quite minute directions are very agreeable to the patients who usually 
dread to ask any one's assistance. It is incredible how awkward many 
women are about it. Not rarely the patients report in despair that all 
their clothes had got wet, the room soiled, but not a drop had got into 
the vagina. 

Just as liquid remedies are introduced into the vagina, so also has the 
vagina, dilated with speculum, been insufSated with powdered drugs, such 
as alum and starch, smeared with salves, painted with solutions, etc. 

0. Tamponade. 

Another therapeutic method acting from the vagina is the tamponade. 
The vagina is packed with pledgets of cotton. As to the technique, it is 



68 THB DUBASKS OF WOICSN. 

best to carry the tampons upward throagh a tubular specalnm. They 
must not be too large, so that they may be easily pushed out of the upper 
opening. Each tampon must be inserted singly and pushed out, other- 
wise all the compressed tampons would be withdrawn with the speculum. 
Of course, the tamponade may be done equally well through Sims's 
or Simon's speculum. We can tampon even without a speculum* Two 
fingers of one hand crowd the posterior vaginal wall somewhat backward 
toward the anus. In the groove between these two spreading fingers the 
tampons are pushed up one by one. Without speculum it is best to 
tampon in Sims's lateral position. Two fingers are hooked into the 
vagina, drawing the posterior vaginal wall down, with the 
other hand the tampons are packed, avoiding the plainly 
visible urethral eminence. 

In order to enable the patient to remove the tampons, 
every one had best be tied with a strong thread. If this be 
omitted, the physician must introduce a speculum, and the 
tampon presenting above be seized with forceps and removed. 
Should the patient herself have to apply medicated tam- 
pons, she will require an instrument — a tampon-carrier. Many 
such instruments have been constructed. The one with 
which women succeed best is represented in Fig. 30. 

The capsule into which the tampons are laid I have had 
made five centimetres long and two centimetres in diameter, 
so as to permit it to enter narrow vaginsd. The tampon, 
perhaps saturated with glycerin, with dependent thread, hav- 
ing been placed into the ci^NSule, the instrument is brought 
as high up into the vagina as possible. The Cf^sule contains 
a piston which is brought to its upper level by pressing on the 
3Q ^P o' ^^^ handle. This pressure empties the capsule of its 
^^^^- contents — the tampon. While the handle is being depressed, 
the patient must hold the instrument with the other hand. 
The vaginal walls keep the tampon in place when the instrument is with- 
drawn. 

In the first place, tamponing is often done for the purpose of arresting 
uterine hemorrhages. If the momentary danger during uterine hemor- 
rhages is too great, there is nothing left but to plug the vagina with cotton 
so as to occlude the passage of the flow. In this case many small tam- 
pons are taken, dipped in water or carbolic solution, and tightly packed 
into the vagina. If strong astringents were chosen to saturate the tam- 
pons, the vagina would be cauterized, while the bleeding spot would not 
be touched by them. But the tampons are moistened with astringents 
if the application can be made to the bleeding spot directly, for instance, 
to the vaginal portion. Moistening the tampons is necessary, because 
dry tampons shrink after being saturated with blood, and t^us cannot 
occlude the vagina absolutely. 
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Besides, a dry tampon is often placed in front of the vaginal portion, 
to protect wounds against infection from below, or the vagina against 
oanstics employed at the vaginal portion. 

Again, as a kind of dressing in ulcers of the vaginal portion, tampona 
are inserted to absorb the secretions. Formerly, the position of the 
uterus was even sought to be corrected by the insertion of tampons. 

Tampons are very frequently employed where it is intended to have 
remedies act upon the vaginal portion or the vaginal walls or both. 
Therefore the tampons are saturated with glycerin with which other 
drugs are also mixed, such as tannin, iodine, potassium iodide. 

Tamponing is also done for the purpose of exerting pressure on the va- 
gina and uterus. Dry, specially elastic, woollen wadding is used in order 
to compress the vaginal walls centrifugally. 

Quite recently, Schultze has employed a "test tampon.'^ A tampon 
saturated in tannin-glycerin is placed exactly in front of the external os 
for the purpose of showing quite accurately the secretion of the uterus. 
After removal, the uterine secretion is seen at the spot corresponding to 
the 06 externum. 

D. Vaginal Suppositobibs. 

The application of suppositories is a method related to the tarn* 
ponade. 

The ancients already had '' medicated pessaries,'' that is to say, wax 
globes containing fragrant herbs, which were laid into the vagina. Also 
nowadays we employ suppositories of cacao butter, glycerin and gum- 
arabic, etc., which melt in the vagina and liberate the medicament, such 
as morphine, potassium iodide, alum, to act upon the part. 

In general this method is not to be recommended. The suppositories 
drop out of wide vaginte during walking. Should they melt, however, 
then the liquid mass flows out of the vagina and soils the vulva and rima 
pudendi. 

But should the patient be very awkward, or if for any reason no 
irrigations can be made or tampons applied, vaginal suppositories form 
a substitute for irrigations and tamponade. For this reason, small med- 
icated suppositories are advantageously employed in virgins or in persona 
with abnormally sensitive introitus. 

£. Thb Abstbaotion of Blood. 

One of the most frequent therapeutic measures is the abstraction of 
Uood from the internal and external female genitals. If we cannot get 
into the vagina (in virgins), leeches are applied to the perineum, the 
mona Veneris, or the inner surface of the thigh. The perineum is, 
under these circumstances, the best point of application. Owing to the 
many cMnmnnications of the vulvo- vaginal and uterine veins, we may 
hope in this manner to deplete also the uterus. As an anastomotic branch 
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extends from the epigastric through the inguinal canal with the rouiid 
ligament to the fundus of the uterus, the domain of the spermatic artery 
becomes depleted also by abstraction of blood from the neighborhood of 
the inguinal canal. If we succeed in some way in inserting a speculum, 
. even if but a small one, the vaginal portion is engaged and blood with- 
drawn "from the uterus directly. In uterine disease, this is far more 
effective than abstraction of blood from neighboring regions. 
^ Formerly leeches were largely used. The whole manipula- 

tion consumes much time, and but few midwives have suffi- 
cient knowledge to undertake the application of leeches to 
the vaginal portion. The sudden nervous disturbances, the 
fact that a leech may crawl into the uterus and there caues 
colic or may fasten itself to the vagina, the frequently great 
difficulty of positively arresting the bleeding, and the care- 
lessness of the midwives to whom this duty is usually in- 
trusted, speak against the employment of leeches. With 
leeches, the after-hemorrhage is the main point, but it is 
difficult to control, so that we never know how much blood 
has been abstracted. Much simpler and better are the scari- 
fications of the vaginal portion recommended by all recent 
authors. The vaginal portion is engaged in a tubular spec- 
ulum, which is pressed firmly into the fornix so that no blood 
can escape between speculum and vagina, then the vaginal 
portion is pricked with a long-handled knife. Quite a num- 
ber of uterine scarificators have been described. The instru- 
ment represented in Fig. 81, resembling a large lance-needle, 
is to be well recommended. It is also suitable for opening 
the ovula Nabothi. But the point must be very frequently 
sharpened, for only a very sharp instrument will easily pierce 
a soft vaginal portion. If sufficient blood escapes from one 
opening, then no more are required. However, a single 
stab rarely suffices. The several openings need but penetrate 
Ti^^ged* the mucosa. Incised scarifications may also be made; the 
l^ul^^ entire vaginal portion may be covered with a network of in- 
^^^o&!' cisions. This method has no advantage over the more 
easily performed stabbing. If blood is to be abstracted 
from a higher point, the knife is inserted into the cervical canal, 
and shallow radial incisions are made. Should the abstraction of 
blood be intended as a preliminary treatment in catarrh of the cervical 
mucosa, it is more correct to take the blood at once from the latter. 
This is most simply effected by scraping it with a sharp spoon. If but 
few shallow scarifications have been made, the pressure of the vaginal 
walls against the vaginal portion suffices to arrest the hemorrhage. 
Nevertheless I always put a tampon of salicylated or benzoated cotton 
against the vaginal portion, thus securing disinfection with the prompt 



OBNBBAL THEBAPBUTIC8. 61 

arrest of the hemorrhage. Before I had commenced doing so, I saw several 
times crater-shaped covered ulcers result from the scarifications which 
healed only after five or six days, after having been cauterized. The 
prompt arrest of the bleeding has also a psychic value. Many a patient 
is greatly alarmed by the sudden appearance of blood. The tampon 
ahonld be removed by the patient at night when in bed, because, if 
hemorrhage should still recur, it will cease spontaneously in the recum- 
bent position. 

F. The Applioatiok op Caustics. 

Previous to the application of any caustic, the vaginal portion must 
be cleansed of the adhering secretions. For this purpose, as well as for 
the application of caustics to the cavity of the cervix and uterus, a large 
number of partly very expensive and very unpractical instruments 
have been devised. Bight here, in beginning the description of the 
application of caustics, I shall recommend an instrument which serves 
excellently, and which I am using for years for all cleansings and cau- 
terizations on and in the uterus. This instrument renders all forceps 
and caustic-holders superfluous, and will impress every gynecologist who 
uses it with its simplicity and cheapness. This instrument is Playf air's 
sound, but modified by me in a manner which renders it a universal 
instrument 

Playfair's sound consists of a German-silver or aluminium end-piece 
on a wooden rod; it differs from the uterine sound in having its uterine 
end-piece roughened to facilitate the wrapping around or fastening of 
cotton. Thus armed, the instrument was dipped into the caustic fluid 
and introduced into the uterus. Here we have the disadvantage that 
the wet cotton is with difficulty removed from the instrument. But if 
the surface is to be carefully cleansed, we must enter ten or more times 
and wipe. Nothing could be more tedious and distasteful than after 
every wiping to remove the soiled cotton from Playfair's sound with the 
knife and scissors. But if the sound is made conical, taping gradually 
to the extremity, the cotton is readily pushed off with strong pressure. 
Soon sufficient dexterity is acquired for twisting large or small brushes, 
or for covering the entire sound in order to swab out the uterus. The 
lower layers of cotton must always be wrapped tightly; the thinner the 
first layers, the more flrmly the cotton adheres. If all of the cotton is 
soiled, a pledget is taken between the fingers, and the wadding is pushed 
off the sound. 

If we desire to cauterize with liquid caustics, but very little cotton is 
wrapped around (Fig. 82, a). It is better to cauterize only a spot of 
three millimetres in diameter at a time, and slowly and gradually to 
touch the entire surface, than to have drops of the caustic fluid 
spread in the surroundings. If but little cotton is wrapped on, but 
little caustic is retained, and spreadmg in the vicinity is almost impossi- 
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ble. Bat if the oervix or ntems is to be canterized all oyer, a small 

canterizer is mnch better than a large 
one. The small instrument penetrates 
more readily into all the nooks and 
orannies of the cerrix. 

Whoever has not tried my uterine 
rod will raise two objections: first, 
that the cotton is easily stripped off, 
and remains in the cervix of the 
uterus. Some authors even intend to 
leave a pledget of cotton saturated 
with the drug in the uterus. It drops 
out spontaneously amid copious sup- 
puration. Hence the remaining be- 
hind would be no great misfortune. 
But it has never happened to me in 
many years. The smaller the quan- 
tity of cotton wrapped around, the 
more firmly it is held. Should large 
pieces remain in the vcytna, they are 
easily removed with the rod, that is, 
scraped out through the speculum. An- 
other objection is that the rod is soon 
worn smooth, when, of course, the cot- 
ton can no longer adhere. To be sore, 
this objection is just. I have the rods 
roughened over every three or four 
months. This has reached its limit 
after five or six times, so that the rod 
must be thrown away. Considering 
that such a rod is worth at most half 
a dollar, the loss is not very great 

Although I advocate the use of 
liquid caustics only, I shall briefly 
5, c, enumerate the old methods and agents. 

A priori, every one will admit 
that the object of cauterization can be 
attained by a number of remedies 
— silver nitrate, potassium hydrate, 
chromic acid, liquor Bellostii, zinc 
chloride, carbolic acid, carbon bisul- 
phide, salicylic and acetic acids, 
tincture of sesquichloride of iron, 
nitric acid — all such as destroy the superficial tissue so as to cause a loss 
of substance which heals by granulation. Moreover, there will be differ^ 






FiQ. 32.^Uteiiiie rods. 
a. Armed for cautery; onlj ■uffloieiit 
cotton is wrapped around to pennlt a drop 
of liquid to adhere; 6, armed for cleansing 
the uterine cavity, also for the introduction 
of liquid remedies, such as tincture of iodine ; 
c, provided with a large tuft of cotton for 
cleansing the vaginal portion, absorbing 
blood, removing secretions, crusts, excess of 
caustic fluid, etc. 
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enoeB in the degree of destrnction: one agent, for instance, liquor ferri, 
barely attacks the uppermost layers of the mucous membrane; another, 
such as chromic acid or potassium hydrate, corrodes deeply. In weak 
solutions all these drags will have an astringent and disinfecting effect, 
while, on the other hand, astringents in substance or very strong solu- 
tion can be used as caustics, as copper sulphate, zinc sulphate, alum, etc. 
No gynecologist can test all remedies on hundreds of cases. Every one 
will use that drug from which he sees good results; will praise it, trust 
in it, and will not feel called upon to try ten others. On the other hand, 
it would be wrong to belieye that one remedy acts specifically, that with 
it alone success can be secured. 

It is only confusing to lay down special indications for a whole series 
oi caustics. Different indications of course exist in that we sometimes 
wish to cauterize deeply, as in carcinoma, or at other times desire to pro- 
duce a more tonic than a caustic effect on the mucous membrane. How- 
erer, all those caustics or methods respecting which but a single fatal case 
or undesirable after-effect has been reported, are to be at once abandoned 
as, for instance, the insertion of the stick of silyer nitrate into the 
aterus or the employment of chromic acid. 

Probably, the agent most frequently employed is silver nitrate; this 
remedy is used unspeakably often, without judgment, we might almost say 
without understanding. Of course it is capable of destroying diseased 
tissues, so that the normal ones develop anew, and thus performs every- 
thing demanded of caustics. Does not 'Hunar caustic'' belong into 
every instrument case, for ** cauterizing granulations? '' Silver nitrate in 
substance was used for erosion of the vaginal portion, and was also intro- 
duced into the cervix. In this way the stick becomes at once covered 
with albuminate of silyer, which protects the cervical cavity against its 
effects. Frequently, only the external os was cauterized and a stricture 
thus produced which made the entire condition worse. 

The stick has been introduced into the uterine cavity, and eyen left 
in it The silver nitrate can also be rendered fluid and fused to a sound, 
so thst in sounding with the silver-coyered instrument every spot touched 
by it is cauterized. 

A number of caustic-holders haye also been constructed for the silver 
nitrate stick. I shall neither describe nor figure these instruments, as 
they are quite superfluous. Should we desire to use caustic sticks, a long 
dr^sing forceps, a long quill, or any of the ordinary caustic-holders will 
saffioe. 

Other highly corrosive agents are bromine, caustic potassa, and zinc 
chloride. Whdle in surgery caustics have long been abandoned, and what 
is removable is cut off, tumors that cannot be operated on being rightly 
1^ alone, the otherwise modem gynecologists have, until the most re- 
cent times, cauterized and burned cardnomata. I shall recur hereafter 
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to the mistake of instituting such methods of treatment, and therefore 
desist entirely from describing these methods. 

Nitric acid has acquired a special reputation of late. It was first re- 
commended in the shape of the fuming acid, but its employment has 
many inconveniences for the practitioner. I have therefore ceased using 
it, and obtain the very same result with the pure acid. This caustic has 
the advantage of not forming a firm albuminate, but a tenacious brown- 
ish fluid which again acts caustically in its spread. 

I have never observed any inflammatory symptoms after such cauteri- 
zations. I have performed countless cauterizations, both without and 
with preceding scraping of the mucous membrane. 

It is best to take an opaque glass or a Fergusson's speculum, because 
they are not attacked by the acid. But if the vaginal portion cannot be 
well engaged, a Gusco speculum (of German-silver) may also be employed. 
The latter draws the vaginal portion slightly apart, so that it is quite 
easy to get into the cervical canal. Where assistance can be had, it is of 
course preferable to cauterize through the Sims speculum. 

If a cauterization is to be done, the vaginal portion is first carefully 
cleansed. I use the word '^ carefully '' advisedly, lest a hemorrhage dis- 
turb the accuracy of the procedure. Then we take my uterine ro4 
wrapped with a very little cotton, dip it into some nitric acid, which had 
better be poured into a porcelain medicine spoon or a watch glass, and 
by degrees touch the entire ulcerating surface. The cauterized part 
covers* at once with a white crust. This very much facilitates accuracy, 
and the restriction of the caustic to the required spot, while the healthy 
tissues are spared. 

If the cervical canal is to be cauterized, we likewise take very little 
acid, advance rapidly to the internal os, and press the small instrument 
against the walls in every direction. The momentary irritation is very 
slight, the patients only rarely feel pain which, however, disappears 
within a few minutes. Oontraotion does not occur during the cauteriza- 
tions. 

All caustics are open to the objection which is made again and again^ 
namely, that cauterizations easily cause strictures, even atresias of the 
cervix. It is quite obvious that, after complete destruction of the mu- 
cous membrane, a granulating surface with a tendency to cicatricial for- 
mation and adhesion will take its place. For this reason the introduc- 
tion of large quantities of caustic fluid into the uterus is dangerous. The 
surface must only be touched, then the glandular basis remains behind, 
and from it forms a new mucosa, as in the puerperium. Also from the 
uncauterized islands always remaining, even after careful cauterization^ 
new epithelium overspreads the denuded portions* 

However, if the mucous membrane be given no time for regeneration; 
if the caustic be introduced in insufficient intervals, about every twenty- 
four hours, the weakest caustic may lead to atresisB. Therefore adhe* 
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$WH9 occur with especial fadlHy after rapidly repeated cauterization9. 
I have seen an atresia occur after the daily application of tincture of 
sesqnichloride of iron. In like manner, frequent sui^erficial cauteriza- 
tions of the vaginal portion with silver nitrate lead to contractions of 
the external os. But after nitric acid, I have never seen any contrac- 
tion. However, it cannot be denied that here, too, the mucosa is de- 
stroyed too extensively if the cauterizations follow each other too soon. 
Thereby, of course, the possibility of adhesion is furnished. 

If the precaution be taken always to touch with but little acid, and to 
cauterize at most once a week, a constriction will scarcely ever occur. Ob- 
viously, different procedures are required in varying indicatious; for 
instanoe, the cauterization, on the contrary, wiU be done quite frequently, 
where an adenoid erosion of the vaginal portion is to be thoroughly 
destroyed. 

Never should so much caustic fluid be taken that it drips down. 
Should this still happen, every drop must be wiped off. After the cau- 
tery, a cotton tampon is laid in front of the vaginal portion to protect 
the vagina against the effects of remnants of the caustic fluid. The 
tampon is removed after twelve to at most twenty- four hours. The after- 
treatment consists of lukewarm vaginal injections, which are intended 
to cany off the crusts, coagula, and blood from the vagina. 

G. The Employment of the Actual Cautbey. 

Among the caustics belongs also the actual cautery. It is employed 
in three different ways. The simplest way is to use red-hot irons with 
pointed or broad extrem- 
ity. They may be heated jt_ 
in a stove or over a gas 
or alcohol lamp. A very 
practical apparatus is the 
colipile. 

It consists of a tin ves- 
sel with double wall 
(Fig. 33). Through the 
opening {i) some alcohol 
(a) is poured in, and 
the cork closed tightly. 
Then some alcohol is also poured into the central space {c) and ignited. 
Thereby the alcohol (a) becomes heated and evaporates, escaping through 
the tube {d) and issuing at e. Here the alcoholic vapor is ignited by 
the burning alcohol Cy so that the inflamed vapor rushes upward with 
loud' blowing xhoise. The cautery iron is held in the flame or fastened 
in such a way as to retain the handles between two books placed one on 
the other. This apparatus has also been provided with a holder for the 
cautery irons (Furst). The apparatus is very practical on account of the 
6 
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rapidity with which the heat is obtainecL The noise alone terrifies non- 
ansBsthetized patients. 

If the actual cautery is to be performed in the depth of the passage, 
a wooden speculum is required, for those of glass crack and the metal 
ones become heated. Should metallic instruments still be used, such as 

Simon's specula, a stream of 
cold water must frequently be 
turned on, so as to cool the 
specula in this manner. 

The galvano-cautery is like- 
wise gaining more and more 
adherents, as the apparatus 
have become cheaper and more 
compact. For the purpose of 
cauterization, the galvano-cau- 
stic apparatus is superfluous; at 
most in deep fistulous tracks, or 
in the uterine cavity^ the gal- 
yano-cautery might find appli- 
cation. But it is a truly in- 
dispensable instrument in the 
ablation of profusely bleeding 
tumors. Here the galvano- 
caustic operation may proceed 
without danger, while the 
hemorrhage with cutting in- 
struments would be almost un- 
controllable. It is even possible 
to put a wire snare around the base of a tumor which covers the access so 
completely that we can approach it with no other instrument. 

Quite recently a third apparatus has been introduced — Paquelin's 
thermo-cautery. This apparatus has the great advantage that the red- 
hot point remains continuously heated. Nevertheless the apparatus has 
not proved itself in practice indispensable to the physician. Particularly 
the glowing point often becomes surrounded with crusts, which render 
a further eflfect of the heat impossible. Both from the wire of the gal- 
yano-caustic apparatus and from the point of Paquelin's thermo-cautery, 
various knives and even scissor-shaped instruments have been constructed 
for cutting operations. Thus Fig. 34 shows the amputation of the ya- 
ginal portion with a galvano-caustic knife. 

To the practitioner, the ordinary hot iron would be most commend- 
able for caustic purposes. The actual cautery finds its application espe- 
cially in the arrest of hemorrhage. 




Fio. 84.— Amputation of the Taginal portkm with 
the galTano-caustic knife. The yacflnal portion is 
engaged in Dr. Byrne's speculum, and drawn for- 
ward with Bjrme's tenaculuuL 
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H. The Effect of Eemedies on the Ikteekal Subfaoe of the 

TJtebus. 

If remedies are reqnired to act on the internal surface of the ntems^ 
that is to say, of the body of the nterus, they may be introduced in solid 
or liquid form. 

The method of introducing sticks of silver nitrate has been almost 
uniyersally abandoned, because the effects were not sufficiently under 
controL Also the cauterization with a stick held in the porte-caustique, 
or with silver nitrate fused on or in, is very little practised. Nor has the 
employment of bacilli become popular. These were small rods formed 
of althsBa root with zinc chloride or other medicaments which were in- 
serted infco the uterus. Nowadays liquid remedies are ahnost exclusively 
employed. They may be introduced in the first place with my uterine 
rod (Fig. 32, a h). An internal od which permits the passage of a sound 
can also be penetrated by a pledget of cotton around a rod, if it be 
wrapped firmly. For the uterus frequently reacts on caustics by con- 
tracting, and a loosely wound tuft of cotton would be stripped off dur- 
ing a difficult withdrawal The objection has been raised against this 
method that the caustic fluid remains in the cervical canal, but as the 
latter is generally diseased, this is especially desirable. The smaller the 
tuft of cotton, the more readily we can reach every part of the uterus. 
The uterus may also be previously dilated so as to reach the uterine sur- 
face the more carefully and perfectly. The course must always have 
been explored in advance with the sound, so as to get to the fundus as 
rapidly as possible. Tincture of iodine or nitric acid are to be espe- 
cially recommended for painting the cavity of the uterus. 

An instrument by which larger quantities of fluids are more readily 
introduced into the uterus is Braun's uterine syringe, which is much in 
use by all gynecologists. Braun's syringe holds about ten drops of fluid. 
Most frequently it is employed for injecting styptic remedies, such as tinct. 
ferri sesqnichloridi. If the os is readily penetrated by a uterine sound, 
a preceding dilatation is altogether unnecessary, and even increases the 
danger of the manipulation needlessly. 

The following is the procedure: The patient lies in bed; the vagina 
receives a disinfecting injection. The speculum is introduced, either 
that of Mayer, or that of Gusco, or best that of Sims in the lateral posi- 
tion. We then ascertain with the sound the precise direction of the 
uterine cavity and introduce Braun's syringe, filled with tinct. ferri, up 
to the fundus. The syringe is then drawn back a very slight distance 
and about two drops are allowed to escape. The patient is asked if she 
feels any pain. In case it is very violent, which is of quite rare occur- 
rence, we wait some time, palpate externally both sides of the fundus and 
thereby ascertain its lack of sensibility. Should tenderness be demon- 
•strable anywhere, or should the pains persist, the manipulation is inter- 



08 



THB DISBABB8 OF WOIOBN. 



rupted and we wait. Otherwise the syringe is withdrawn about one-half 
centimetre and a few more drops are discharged. This is continued un- 
til the last drops leave the syringe at the internal os. The syrings is then 
allowed to remain for some time while the os is observed in 
the speculum. Should drops of tinct. fern or black coagula 
escape from the uterus beside the syringe or immediately 
after its removal^ there is no further danger. But if — 
what is most likely to happen in hemorrhages after abor- 
tion with wide cavity or in strong flexions — the entire fluid 
remain in the uterus, sounding should be repeated to make 
sure of the patency of the internal os. 

Very rarely, immediately after the injection or a litHe 
later, violent labor-like pains occur — uterine colic. They 
have no significance if, on combined examination, the ex- 
ternal surface of the uterus and the ptutimetria are free 
from pain. An injection of morphine soon removes the 
pains. In general it may bo said that the object of the 
injections-diminution of the uterus — occurs sooner if ute> 
rine contractions, that is pains, are present. But they may 
become so violent that they must be moderated by mor- 
phine. Should there be peritoneal tenderness on pressure^ 
or should fever set in, we must expect beginning peritonitis 
and treat it antiphlogistically. 

The injections of tinct. ferri are so free from danger 
that I often, in suspected remnants of abortion, as it were 
tentatively, first injected tinct ferri and observed permau- 
ent cure. In the hemorrhages so frequently occurring in 
gynecological practice, the application of Braun's syringe is 
one of the most common minor operations. 

Some changes have been made in the instrument. Thus 
the part of the syringe which lies in the uterus has been 
roughened externally and perforated with numerous open* 
ings. The syringe wrapped with cotton is then introduced, 
and if it is in good position it is emptied; the fluid musfc 
saturate the cotton and thus come in contact with the entiro 
uterine cavity. This modification is most notewortiiy; it 
has the advantage that it renders the entry of fluid into the 
tubes impossible. 

Braun's syringe has a knob at the extremity which is 
perforated laterally. I have had this knob pierced above, 
so as to bring the fluid as much as possible in oontaet 
with the mucosa all around. 
Many cases are recorded in literature in which a peritonitis was ob- 
served in consequence of intra-uterine injection. It was assumed that 
the fluid escaped through the tubes. It cannot be denied that a single^ 
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ra^ ease would canee the practitioner tx) desist from this beneficent 
ireatm^it. Even if it be asserted that penetration of flaid through 
healthy tubes is impossible, it mnst not be forgotten that only patholog- 
ical cases are the objects of medical treatment. But it is unquestionable 
that there is absolutely ^no danger in the method described by me. We 
have seen above that tiie tubes may be sounded. Therefore, should in 
one of these extremely rare cases the syringe enter the tube and injection 
be practised with great force, fluid could of course be driven into and 
through the tube. Danger would even then be possible if the injected 
fluid were to displace a pathological tubal secretion and crowd it into the 
peritoneal cavity. But^as we said above, with care this is impossible. 

Altogether, as regards the permeability of the tube for fluids, it must 
not be forgotten that the tubal epithelium vibrates toward the uterus; 
therefore that in irritating fluids peristalsis and the vibratile current op- 
pose great obstacles to the penetration. In the dead subject it will be 
easy to force fluid through. These cases can by no meao^ govern the 
conditions in the living. 

Howesver, that it requires no excessive force of injection to overcome 
the resistance of the tube is proved among others by the case of Dr. 
8p&th, in which the fluid passed through the tube during a vaginal in- 
jection and caused fatal peritonitis. The patient was crouching on the 
floor, had inserted the uterine tube into the vaginal portion, and sud- 
denly injeeted a large quantity of water into the uterus with the clyso- 
pomp. 

Quite recently another method of acting on the internal surface of the 
uterus has been much employed in the shape of curetting or evidement, 
the scraping of the uterua with the spoon. Simon had very good results 
with the l(mg eharp spoon devised by himself. With these spoons he 
scraped off and removed soft tumors. The healthy, hard tissue resisted 
the spoon, so that even without accurate diagnosis of the extent of a soft 
tumor it was almost automatically removed by the sharp spoon. In 
surgery, too, the sharp spoon nad been largely used before, for the re- 
moval of stubborn exanthemata, unhealthy granulations, pyogenic mem- 
branes in fistulas and sinuous ulcers, or diseased mucous membranes. 
Th9 flhfurp spoon replaced knife and scissors in places which could not be 
reached by cutting instruments, and besides it was more easily controlled 
in its effects than strong caustics formerly employed, for the destruction 
of tissues. Hence the idea readily occurred to utilize the sharp spoons 
also in gynecology. They (Figs. 36 and 37) are made in six or eight 
different sizes. The largest serve for the removal of large soft tumors; 
with the smallest spoons it is possible to enter the cervix and even the 
uterus without any preparatory dilatation. 

Besides these instruments, there are also uterine curettes with flexible 
stem (Fig. 38). On the copper stem fastened to the handle, there is 
above an oval, not very sharp steel loop with which the inner surface of 
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the ntems can be scraped jast as with the sharp spoon. Fig. 39 repre- 
sents a dull curette provided with a wire instead of the steel loop. It is 
self -eyident that it is possible to constmct many other instniments of the 
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FlOft. 89 and 87.— Slmon^s aharp apoons; The sins in me range from 8 to 15 mm. in tramrvene 



Fia. 88.— Sharp curette. The item is made of oopper so as to render the instrument llezible. 
Fto. 89.~I>ull curette for the remoTsl of mmwns lying loosely in the uterus. 

same type which answer the same purpose. The surgical instrument 
catalogues contain a number of them. 
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CHAPTER VI. 

DISEASES OF THE VULVA. 

A. Malfobmatiostb. 

The defects of deYelopment of the YulYa may be best understood in 
oonnection with the history of deyelopment. In referring to what is 
stated below in regard to malformations of the uterus and the gynatre- 
sia, I append some schematic drawings for a better understanding. 

In the eighth week of embryonal life, there forms below the genital 
eminence (clitoris or penis) the genital f arrow which, gradually deepen- 
ing, perforates inward at the point where the bladder (allantois) sepa- 
rates from the rectum (sinus urogenitalis). On both sides of this point 
of perforation arise the labia minora, while the labia majors haye to be 
traced back to the genital protuberances situated on both Bides of the 
genital eminence. The separation of the allantois from the rectum is 
brought about by the portion of tissue between the rectum and Meier's 
ducts proliferating downward, forming the perineum and thus diyid- 
ing the anus from the yulya. 

It is possible, in the first place, that neither the peritoneum pro- 
liferates downward nor the genital furrow perforates upward. Then the 
foetal condition (Fig. 40) remains — atresia ani et yuIyss completa. Or 
else, the genital furrow fails to perforate upward, but the perineum 
grows and separates the bladder from the rectum. Then the secretions 
may accumulate in the bladder and rectum. Such malformations hare 
hitherto been found only in non-yiable monsters, combined with other 
arrests of development. 

Not rarely, howeyer, the perineum fails to grow downward, and 
hence tiie rectum opens into the urogenital sinus (Fig. 43). The poste- 
rior limitation of the yulva is the posterior wall of the rectum, not the 
perineum unperforated by the anus. These cases are usually designated 
as atresia ani vaginalis. But even on superficial examination it appears 
striking that there is an absence of the hymen, also that the lower part 
is not the vagina, but the urogenital sinus. Therefore, the following 
designation is more correct: atresia ani vestibularis, or anus prsBter- 
naturalis vestibularis. 

The condition here is something altogether different from atresia ani^ 
where there is often an entire absence of a large part of the rectum 
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which may terminate at the level of the promontory (Fig. 44). In the 
so-called atresia ani yaginalis, the rectum is present entire. 

Snch infants being yiable^ they also come under medical treatment 
Here then the first care must be to provide passages amply sufficient for 
the evacuation offmces. In atresia ani yestibularisy there is often found a 
considerable fecal accumulation. The fseces cannot readily escape through 
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Flo. 48.— Deyeloped genitals, h, 
bladder; v, yagina, separated from 
the urogenital sinus «u by the hymen 
h; p, perineum; a, anus; r, rectum; 
c^ clitoris; «, urachus. 



Fzo. 48.— So-called atresia ani nu 
ginalis, property vestibularis, su, the 
long sinus urogenitaUs; above tho 
vagina v; p, rudimentary perineum: 
r, rectum, termlnatlag at a la tba 
uroieBiiital sinus. 





fto. 44.— Atresia ani; all relatknia 
are normal, only the rectum r ends in 
a blind pouch at a great disanoe from 
the imperforate anus a. The other 
Mtorences as in Fig. 4S. 



Fig. 45.— Female hypospadias ; tte 
bladder h terminates directly, without 
urethra, in the nrogeaital sinus an* 
The vagina via narrow. p,pariB«nm« 
and r, rectum, normaL c, hypeitro- 
phic clitoris. 



the opening in the waU> particularly on account of its frequently j^reat 
narxowness* It is best^ therefore^ to freely divide in a sagittal direction 
the suKS of tissue representing the perineum, so as to afford a straight, 
easy passage to the faeces. As the sphincter ani is absent, it is question- 
able whether a later restoration of the normal conditions is at all possi- 
ble. In the new-bom the parts are too small to permit of a plastic 
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<^peration; we have to be content with having at least secured complete 
-eTacoation of the fasces^ and thereby the possibility of living. 

In one case, I tried everything to create an artificial anus, but the 
opening always contracted again, so that not an anus, but a fecal fistula 
remained. Mter this result, of course, I did not venture to close the 
urogenital sino-rectal fistula. 

The prognosis of the operation for simple atresia ani is likewise bad. 
Here, with the lower portion of the rectum, the sphincter is also absent. 
I have operated three times on male subjects. We wait four or five days, 
because the end of the rectum is then distended and more easily found. 
We then dissect preparatorily downward and seek for the rectum. It is 
often very difficult to find. If it has been reached by accident, as dis- 
covered by the escape of meconium, the lower part is drawn down and, 
if possible, stitched around the artificial anus. 

Unfortunately, the threads tear out very easily. Then the artificial 
anus may be kept open with laminaria. But even that will prolong life 
for only a few weeks. In one case, the child lived to the age of fifteen 
montiis; a fistula, six centimetres in length, led to the cyst formed by 
Hkd end of the rectum distended by fsces. 

Hypospadias^ in the female sex, has different degrees. The whole 
vetlira may be abeent, so that the bladder merges directly with the 
urogenital sinus, the urine flows off spontaneously, and in the adult 
subject the finger easily enters the bladder. Or else the urogenital sinus 
is very long; at its upper end is the rudimentary urethra, and from 
behind eccentrically the narrow vagina terminates in the contracted 
urogenital sinus. In both cases, the clitoris is often hypertrophic, 
resembling the penis. 

Epispadias is r2u*e; it may occur with hiatus of the symphysis, 
ectopia of the bladder (see below), prolapse of the uterus and rectum, in 
which case the posterior, respectively inferior, half of the urethra is 
present. But even with present symphysis, the clitoris may be fissured, 
and this groove may open directly into the bladder, somewhat like in 
male epispadias. If there bo but a slight degree of hypospadias or epi- 
spadias, relief may be afforded by a plastic operation. The method will 
depend on the nature of the case. 

Hypertrophy of the clitoris with accompanying very narrow or rudi- 
mentary vagina may cause the external genitals to resemble those of the 
m^e. These cases, therefore, have often been considered to be herm- 
aphroditism. Hermaphroditism, in the mythological sense, enabling one 
individual to perform the genital functions of both sexes, has not 
occurred thus far. In every case, even if the presence of both kinds of 
genital glands has been demonstrated anatomically or at least micro- 
eoopicaUy, one of the sexes predominated either anatomically or func- 
tionally. But few cases are absolutely certain. Theoretically there are 
distinguished: 
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1. Transverse kermaphrodttism, in which the external genitals are 
male and the internal female or the reverse. These are generally 
cases of pseudo-hermaphroditism, t. e., cases of hypospadias with hyper- 

trophied clitoris. 

2. Bilateral hermaphroditism, in 

-^■fy^'tf.Xr:. ^ which ovaries and testicles are found 

on both sides. In the only decided 

case^ there were no vasa deferentia, and 

J t; j g . ^iJ^^BSv "^ ^^ absolutely positive proof was fur- 

\^N;;i^'a^ ®* nished that the bodies called testtdee 

^ were really such. 

Fko. 46.-Ext6rDai genitals of ** Katha- 3. Lateral hermaphroditism, in 

rinaHomann." a, Enteanoe to the " ▼•- which, for instance, there is said to 

gln»" and bladder; 6, grooTe leading , x x- i xi. • t_i^ 

from the rudimentary penia or hyper- ^ & teStlCle OU tUC right, au OVarj On 

trophic clitoris to the entrance into the left side. 

the vagina (hypospadiac grooTe) ; e, pre- a tt 'i i it i^-j* • 

puce of the penis or cUtoris; «, small *• unilateral hermaphroditism, for 

left labium or scrotum with cryptorch- instance, a testicle OU the right, an 

These cases likewise are by no means 
as clear as might be thought from the descriptions. 

Well known and notorious is especially Elatharina Homann, probably 
a hermaphrodite of male sex. 

B. IlTPLAKKATONS OF THE VULVA (VULVITIS), 

Etiology and Pathological Ana-tomy. 

Inflammation of the vulv^ is not rarely due to trauma. Thus lacera- 
tions often occur during defloration. Through uncleanliness, the sur- 
roundings of the laceration become infiltrated and the entire vulva 
inflames. Especially after attempted rape of children, the judiciary 
physician often finds a quite acute vulvitis, more particularly if infec- 
tion with gonorrhoeal virus is added. Also other traumata, accidental 
injuries, may cause vulvitis. 

Besides, an inflammation of the vulva also arises through the infln- 
ence of fluids coming from above. Even if they are by themselves of a 
harmless nature, as for instance menstrual blood, yet the fluids come in 
contact with dust and air, they decompose, acquire a very offensive odor, 
and irritate, especially in summer. Through the irritation the numerous 
sebaceous glands secrete fat, fatty acids are formed which contribute to the 
decomposition and provoke erythematous processes on the skin. If the 
discharges by themselves are irritating, as in gonorrhoic vaginitis, profuse 
flow of pus in consequence of pessaries, carcinomatous ichor, inflamma- 
tion wiU occur with especial facility. In urinary fistulss the vulva is also 
often inflamed as far as the anus. 

In gravida an inflammation is particularly favored by the hypersdmia. 



DIBBABE8 OF THB YULYA. 75 

Inasmuch as fluid is secreted even physiologically^ and dost and dirt 
easily reach the genitals if the clothing be loose and insaflScient^ pregnant 
women of the lower classes are frequently seen with considerable vulyitis. 
Small or large, few or many furuncles may be the consequence of the 
cutaneous irritation. 

The syphilitic affections of the Tulva are the most frequent yenereal 
local diseases of women. The primary ulcers are more frequently situ- 
ated behind than in front. Broad condylomata are often seen. They 
appear to arise first at the point where the labia majora turn inward. 
Should a case be left for any length of time without treatment, the whole 
internal surface of the labia majora as far as the anus changes into a con* 
fluent mass which should ratlier be termed plaques muqueuses. The 
characteristic element of the broad condylomata — ^the circumscribed eleva- 
tion — disappears almost completely, only at the borders of the entire sur- 
face there is mostly a hard high margin. Bullous syphilides and ecthy- 
ma may so fully coalesce with these condylomatous ulcers that a large 
raw surface extends as far as the inguinal bend. Special forms can 
hardly be recognized. In the midst of these masses is found now and 
then a vegetation of pointed condylomata. More rarely the broad condy- 
lomata form larger ulcers. 

In a later stage of syphilis, indurations are not rarely observed between 
rectum and vagina. The tissue becomes callous, ansemic, tensely oedema- 
tous, very vulnerable, without tendency to healing. In front of the 
hymen, fistulous, sinuous communications are formed between the vesti- 
bole and the rectum. The passing fecal matter prevents the healing of 
these fistulsB. I never saw such fistulsB in vigorous persons; they occurred 
generally in infirm prostitutes. But I encountered three such cases 
among seventy public women. Schroeder, who first recognized and de- 
scribed these fistulsB, ascribes them to syphilis. Cure, even operative, is 
difficult; but, according to my observations, these fistula cause so few 
symptoms that their cure is not even desired. 

Besides, there are found on the vulva now and then singularly lax 
ulcers which show pale granulations devoid of any macroscopic or micro- 
scopic peculiarities. Their limitation is sharply defined; the irregular 
ulcers lie below the level of the skin. In these cases tertiary syphilis 
will always have to be thought of, although there is absolutely no indura- 
tion of the bottom of the ulcer nor any copper-colored surroundings. 
Several times other serpiginous ulcers and osseous affections were found 
by which their connection with syphilis was established. 

After the healing of syphilitic vulvar affections, cicatricial contrac- 
tions may form which may obstruct parturition. 

In diabetes mellittis, a peculiar form of vulvitis occurs together with 
symptoms of pruritus. Quite recently, the discovery has been made 
that the affection is a mycosis. But pruritus vuIvsb is much more fre- 
quently an affection of advancing age, of spontaneous occurrence. 
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Bui by far the most frequent cause of vulvitis is infection with gonor- 
rhceal virus. This infection may concur with other etiological factors. 
In gonorrhoeal infection, the glands of Bartholin often participate in the 
inflammation in three ways. First, the entire gland may rapidly suppn- 
rate. Within three or four days a tumor forms in the labium majus 
which may attain the size of a child's fi^t or even greater dimensions. 
The labium is of phlegmonous hardness and erythematous redness. If 
not incised, fluctuation appears on the summit of the tumor. A circum- 
scribed portion of the skin may even become gangrenous, so that after 
perforation at this place a large abscess may occur. As in furunde, san-^ 
j^uineous pus is eyacuated. Or else, the process runs a slower course, and 
the inner surface of the labium becomes more prominent. In this case, 
the secretion of the Yulyitis sealed the efferent channel. The secretion 
of the gland cannot escape from the duct, expands it, and lies at the 
inner surface of the posterior third of the labium majus in the shape of 
a cyst the size of a hazel- nut or larger. The secretion can often be forci- 
bly expressed. In this latter case, cysts also form which persist for years 
without incommoding the patients. These cysts contain yellow or dark- 
brownish fluid and do not refill \i freely opened. 

The third kind of gonorrhoic Bartholinitis is the most pernicious 
in its consequences; the form probably leading most frequently to the 
infection of the male. A moderate quantity of pus continually flows 
from the efferent duct. This pus covers the yulva in a thin layer. It is 
yery probable that precisely the act of coition, owing to compression of 
the gland by the sphincter cnnni or to accidental pressure of the tip of 
the penis upon the gland, leads to a more copious production of the in- 
iectious secretion of the diseased gland. It is natural, too, that in this 
form of inflammation recurrence easily takes place, particularly through 
the irritation of too frequently indulged coitus. In prostitutes, accord- 
ing to my obseryation, the pus often spontaneously disappeared after the 
patients were a few days in the hospital. Scarcely, howeyer, had the 
woman resumed her ordinary occupation, when pus was again found at 
the next examination. Pointed condylomata likewise then recur afresh. 
There is no chrome gonorrhoic vulvitis. Tliis chronic Bartholinitis 
must be placed parallel to the chronic gonorrhcea of the male. It plays a 
far more important part than colpitis or endocervicitis. 

Phagedcenic ulcers — soft chancres — are also found on the labia 
majora. If badly treated, these ulcers may destroy an entire labium, 
and leaye broad radiating cicatrices. As in the male, they are often 
complicated with buboes, suppurations of inguinal lymphatic glands. 

True phlegmons haye also been obscryed on the labium majus. Oan- 
grene of the yulva occurs in typhoid fever, scarlatina, and measles in 
childhood, and often, moreover, so entirely without symptoms that quite 
accidentally in the adult atresias of the yulva or yagina are found, the 
origin of which could be explained only in the way indicated. Peculiar 
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to <diildren are cases of 7toma of the ndya running an equally pemicioas 
ooane as tiiafe of the cheek» 

Moi'eovcr, diphtheria of the vulva occurs, probably as a direct infec- 
tioii from diphtheritic affections of the mouth. 

A pe^iliar valvitis is obserred in scrofulous children, often of spon- 
taneous ooeurrenoe, and hard ,to cure. It is nearly always associated 
with disoluurge from the vagina. Whether some of the secretions are 
also derived from the uterus cannot be demonstrated on account of the 
infantile conditions. 

In many cases, we find Oxyures vermiculares, small thread worms, 
which pass from the rectam into the vagina, where they cause continu- 
ona itching. 

True eczema is seen pre-eminently in pregnant women, also herpes 
sad €tcns {foUieular vuUriHs) have been described, and, as above stated, 
multiple fttruneles, the latter mostly in consequence of acute vulvitis. 
Bryaipelaa is frequently observed in the puerperium; rarely outside of 
tiiat state. On tiie other hand, the vulva occasionally forms the start- 
ing-point of an erysipelas migrans neonatorum which ultimately termi- 
nates fatally. 

VuhriHe runs its course with very pronounced reddening and swell- 
ing of the vulva. Muco-purulent, and in acute more violent cases 
purely pnrulent or sanguino-puruleni^ secretions are discharged. On 
separating the parts, we often see in the vivid-red surroundings count- 
less white, swollen sebaceous glands which may suppurate. 

In chronic vulvitis, such as is especially found in prnritis vulv89, the in- 
tegument becomes peculiarly stiff, dry, firm, hard, cadematous, leathery^ 
brownish^ painful. 

Am<mg the affections of the vulva belongs also the so-called thrombue 
puhm, i. s., an extravasation of blood into the p«:enchyma of the labium 
majus. Such a tumor may arise from trauma, as a kick or push against 
the vnlva, but more frequently it occurs spontaneously. It is most 
common in the puerperium, where, however, it by no means ensues imme- 
diately in connection with the labor. It increases for a few days, and then 
usually disappear spontaneously. Despite the livid, even black colora- 
tion of the tumor the size of the fist, sloughing does not ensue if infection 
be kept from it. Therefore — taking it in advance^the treisitment is purely 
expec^ative: rest aad the avoidance of everything injurious. Should the 
throMbos bacoaie ichorous, it must be treated according to surgical 
prinoiplss* 

Symptoms and Course. 

The symptoms are itching, pain, redness, swelling, secretion. The 
pstns at times are so intense that the patients are unable to walk^ and 
forced to lie witii fegs sinread* Particularly during the development of 
a Bartholinitis, the pains are quite considerable, especially when the 
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parts are touched. In carcinomatay oases oocur where there is only 
sensitiyeiiess, as in vaginismus. ShoiUd the yolyitis be the oonsequenoe 
of itching and scratching^ the patients are much tormented by the ten- 
derness prqyoked by every fresh touch. 

In consequence both of the flow of urine over the parts and of the 
extension of the catarrh to the urethral piucous membrane, urination is 
painf uL Should there be spontaneous complaints of tenesmus of the 
bladder, and should pain be caused if the urethra is pressed against the 
symphysis, there is probably gonorrhceal inflammation. 

The course is abbreviated by adequate treatment, which is usually 
demanded rather early, on account of the tormenting symptoms. In 
many cases, of course, the vulvitis remains in a chronic form, if the eti- 
ological factor should fail to be removed. 

A peculiar symptom is pruritus vulva, often described as an inde- 
pendent disease. It consists in itching and burning of the external 
genitals, and often of the inner surface of the thigh, necessitating perpet- 
ual scratching. In many cases, the symptoms make the impression of a 
hystero-neurosis, at least the symptoms depend rather upon psychic influ- 
ences than on inflammation of the vulva. The torment caused by the 
pruritus is quite extraordinary. Patients come under observation who 
declare, crying with shame and excitement, that they cannot control 
themselves. In such cases, the orgasm occurs frequently. Beal psy- 
choses may be conjoined. Both during pregnancy, in which the pruritus 
is to be explained through the hypersomia, and at the time of the meno- 
pause, pruritus occurs temporarily. Women often have pruritus for 
some months, and then become free from it without any treatment, while 
before they had tried all kinds of cure. Moral women of advanced age are 
suffering front pruritus still more frequently than old prostitutes. Any- 
thing leading to congestion, as constipation, the act of defecation, the 
warmth of the bed, even presence in a heated room, mental excitement, 
spirituous liquors, carriage riding, etc., reproduces the troublesome 
itching. 

Another symptom of vulvitis is the so-called vaginismus, which 
will be considered with the diseases of the vagina. 

Diagnosis. 

The diagnosis is clear from what has been said. At most, the 
differential diagnosis of a forming tumor in the labium majus might 
cause some difficulty. Whether there is a phlegmon or a B^urtholmitis 
will be decided by the position, form, and size of the swelling, which in 
Bartholinitis, of course, is confined to the region of the gland. The 
differentiation from hernia is important. In hernia of the labium 
majus, a loop of intestine is present, having descended through the 
inguinal canaJ, hence corresponding to scrotal hernia in the male. The 
1 kelihood of demonstrating air in the intestine, the entire consistence, 



DI8BA8B8 OP THB VULVA. 79 

the possibility of reposition, feeling of the hernial opening, painlessness 
on pressure, or, at least, long existence without pain, as well as the his- 
tory in general, will always permit the differential diagnosis. 

Treatment. 

The treatment of vulvitis consists pre-eminently in cleanliness. By 
simple soaping and washing of the vulva, cataplasms with two-per-cent 
carbolic solution, and sitz-baths, the pain and swelling are soon removed. 
As the secretion is always mixed with a considerable quantity of fat, a 
piece of ordinary washing soda (sodium carbonate), the size of a walnut, 
should be dissolved in the cleansing fluid. In moderate cases, this is 
followed by painting the vulva with boracic acid ointment ( Acidi boracici, 
2 gms. ; Yaselini, 10 gms.) or carbolized oil (1 : 10). After twelve hours, 
the above-described washing with soda is repeated, and again followed by 
the ointment. 

Where there is much reddening, greater extent, and prolonged exist- 
ence of the affection, this simple treatment will not suffice. 

Then also washing with soda is first employed, and the skin thus 
freed from grease is painted with solution of silver nitrate (1:30). If 
the fat be not removed, the effect is much diminished, the silver nitrate 
solution does not adhere to the skin. Then the vulva is covered with a 
carbolized compress, and a carbolized piece of linen is likewise placed 
between the labia. In this manner, cure is rapidly effected. 

At times the secretion is kept up by small depressions of the mucous 
membrane near the hymenic remnants. In such cases it is best to cau- 
terize every crypt with a pointed stick of silver nitrace. 

In broad condylomata, excellent effects are obtained from the treat- 
ment with salt-water and calomel. After cleansing, the condylomata are 
first moistened with solution of common salt. Then the calomel is 
dusted on and rubbed to a paste upon the condylomata with a brush. If 
the surface is not too large, or there are only isolated condylomata, they 
will certainly disappear after five or six applications. The procedure is 
performed once a day. The burning sensation which ensues id never 
very great I have continued this method of treatment even during 
menstruation without untoward effects. If the patient cannot be seen 
daily, corrosive sublimate ointment (Hydrarg. bichlor. corros., 0.1 gm. 
[IJ grains]; Vaselini, 30 gm. [1 oz.] ) will serve a good purpose. Even 
this proportion often causes burning, hence it is not advisable to increase 
its strength. Of course, the local must be supplemented by constitu- 
tional treatment. Especially where the ulcerated spots have reached 
large dimensions, a systematic course of mercurial inunction should not 
be long delayed. Strong cauterization and scraping with the sharp spoon 
are of little effect without general treatment. Should the condylomat- 
008 masses, however, form a tumor, their surgical removal is indicated. 

Those cases are particularly rebellious in which the vulvitis is com- 
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bined with pruriius vuIvcb. Here the cause must first be carefully 
inquired into. A oerrical catarrh^ quite insignificant by itself^ may 
maintain the pruritus even in women in a state of senile amenorrhcea. 
Therefore the catarrh should be remoyed, or the secretion retained by a 
daily tamponade continued for some time. In mycosis due to diabetes, 
the treatment will have to be directed against the latter. Should the 
pruritus not be removed by the treatment aboye described, a stronger 
silver nitrate or carbolic solution (1: 10) must be applied. Either one, 
however, only after removal of the fat. I never saw any effect from Peru- 
vian balsam, etc In a desperate case I succeeded with applications of 
ice-water. Besides astringents — alum, tannin, decoction of oak-bark— 
preparations of tar have also been recommended* 

During pregnancy, which interdicts all energetic treatment, a contin- 
uous application of moist carbolized compresses and berated yaseline 
ointment is always crowned with success. I have repeatedly observed, 
particularly in the latter part of pregnancy, a furoneolosis of the inner 
surface of the labia. 

Of internal remedies, such as potassium bromide, but little effect may 
be expected. The cessation of sexual activity is sucoeeded by no im- 
provement whatever; on the contrary, the itching often increases again 
in advancing age. 

In Bartholinitis, it is necessary to open the abscess* Where the inci- 
sion is to be made is not governed by anatomical conditions, but by the 
individuality of the case. We simply incise the highest part of tbK9 ab- 
scess or of the retention cyst. The chronic Bartholinitis described above 
as the third form I have been unable to cure. The cause probaUy lay in 
the non-reliability of the patients. I should advise extirpation of the 
gland in such cases. The operation would be very easy and free from 
danger. At all events a definite cure in any simpler manner seema to be 
impossible. 

In phlegmons, a purely surgical treatment is justified. In phaged4Bme 
affections, the actual cautery acts most rapidly. In gangrene, stiong 
carbolic solutions, dusting with salicylic acid, etc., are in place. 

Herpes, eczema, etc., are to be treated according to general rules, 
eq>ecially by cleanliness. 

The vulvar ulcers, described on page 75, require an energetic treat- 
ment. Ointments, irritating and astringent applications are useless. I 
have dissected out the entire ulcer under an anesthetic and sutured the 
wound. Where the skin is freely movable this is easily done. I haf» 
also secured heiJing by cauterization with the hot iron. 

0. New Pormatioits op the Vulva. 
Papilloma. 
Papillomata, pointed condylomata (condylomata acuminata), aie of 
very frequent occurrence in the vestibule at the labia minora and majors. 
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as far as the neighborhood of the anus. They are probably always refer- 
able to specific infection with gonorrhoeal vims. This does not mean 
that the same form of tnmor may not occur elsewhere after other irrita- 
tions. Thus I often found in children under one year pointed condylo- 
mata at the anus^ where gonorrhceal infection was not to be thought of. 

Isolated pointed condylomata form a white^ papillomato- villous^ round 
tnmor, ranging in size to that of an apple; although not pediculated, it 
may be clearly demarcated iu its situation on one labium. In other more 
frequent cases, more or less numerous small villi, two to three millimetres 
thick and up to one centimetre in length, proliferate singly from the 
skin all around the vulva. But few condylomata are found just above 
the frenulum in the fossa navicularis. The efferent duct of the gland of 
Bartholin may be surrounded with condylomata at its terminus, and some 
excrescences may also be situated within its lumen. In the same way as 
the oondylomata extend downward, especially in a posterior direction, 
they may also be found above in the vagina, even on the vaginal portion. 
This is a lather rare occurrence. 

In the examination of prostitutes, which I conducted for some time 
when police surgeon, I found in about three-fourths of the entire number 
pointed condylomata, though often very sparse. If few, condylomata are 
not at all troublesome, and cause no symptoms whatever. Still they 
should be removed, although it is more correct to say that the virulent 
catarrh keeps up the condylomata, rather than that the condylomata 
maintain the catarrh. The diagnosis is very simple, only the isolated 
larger masses may be mistaken for elephantiasis or other new-formations. 

The treatment consists in their ablation; it is not justifiable to waste 
time faith ointments, caustics, etc. 

Previous to the operation, the patient must take a sitz-bath; the en* 
tire surface is also soaped off with carbolic solution, cleansed, and disin* 
fected. The patient is chloroformed. Then every single condyloma is 
hfted up with the forceps, and cut off with curved scissors, together with 
a piece of skin the size of a lentil. If the excrescences are numerous^ 
this procedure is very tedious, but it prevents relapses and removes all 
the growths at once and without any pain. Should a large tumor be 
removed^ the wound must be stitched, if but to arrest the bleeding. 
Otherwise a dry dressing with berated lint, salicylated, carbolated, or 
benzoated cotton suffices. 

Carcinoma. 

Carcinoma of the vulva is rarer than that of the uterus, but more fre- 
quent than that of the vagina. It forms a node which soon breaks open, 
exposing a tumor resembling granulations and secreting pus. Carci- 
noma usually has a tendency to spread superficially, but it also extends 
mto the depth, interspersing cancerous nodes through the entire glutei, 
and involvmg the pelvic bones in the carcinomatous degeneration. 
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The treatment consists in removal; this promises success only if the 
carcinoma is movable. In tumors which have already attacked the bones, 
we confine ourselves to disinfection and symptomatic treatment 

The method of operation will differ according to the size and form« 
If possible, excision is performed, and the wound closed with sutures. 
But if the surface is too large, the carcinoma may be circumscribed with 
the galvano-cautery knife at a distance of one centimetre; from this 
groove needles are passed under the tumor; the chain of the ^craseur 
or the galvano-caustio loop is drawn after them, and the growth 
thus removed piecemeal from its base. In this manner hemorrhage 
is sought to be avoided. It must remain an open question whether 
it is not better to dissect off the tumor, tie the bleeding vessels, arrest 
the parenchymatous oozing by compression, and draw the healthy skin as 
far as possible over the wound, as in large defects of the mammary gland. 
At any rate, every case has its own peculiarities, according to which a 
special plan of operation may be needed. 

Elephantiasis. 

The vulva is a part of the body in which, even in the temperate zone, 
elephantiasis- like swellings are not rare. One labium alone, as well as 
the clitoris and ilie entire genitals may be hjrpertrophied. The clitoris 
is changed to a round or sausage-shaped cylindrical, smooth or uneven 
body. At times the elephantiasis-like proliferation extends to the anus, 
which is surrounded by a circle of cleft excrescences with intervening fis- 
sures. The form is very manifold ; often clitoris, crura clitoridis, and 
labia minora can still be recognized, in other cases this is impossible. 
The cutaneous papillae participate in various ways. It may happen that 
the whole tumor is papillomatous, resembling a mass of pointed condy- 
lomata, or else only part of it may be warty and rough. In other cases, 
hypertrophy occurs only in the deeper parts, leaving the surface of the 
tumor quite smooth. Secretion is usually present. In the depth, parts 
of the tumor rub together, the weight of a heavy swelling causes fissures 
which secrete fluid. The surface of the tumor sheds homy epithelia in a 
very active manner. These often mix with the secretion to form a smeary 
mass covering the tumor like vemix caseosa. 

In other cases the tumor ulcerates, and larger raw surfaces exist On 
section the tumor shows a jelly-like (edematous appearance. Microscop- 
ically, if the cutaneous papillae participate, we obtain pictures showing 
the colossal development of papUlsd and thickening of the cutis; while, 
when the surface is smooth, the subcutaneous connective tissue is hyper- 
trophied in all its parts, and interspersed with numerous lymph-corpus- 
cles. 

Of etiological importance are said to be — onanism, irritations affecting 
the external genitals, at times also trauma. A connection with syphilis 
can often be demonstrated; not perhaps in such a way that the tumors 
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are made up directly of broad condylomata, bat that the chronic hyper- 
emia of the yolya, the syphilitic affection of the lymph-channels and the 
inguinal glands lead to lymph stasis and hypertrophy. 

The symptoms are pain which originates from the fissures at the base of 
the swelling, as well as through traction exerted by the weight of a large 
tumor. The inconvenience of a larger tumor between the legs often is 
also quite considerable. Ooition, if desired, may be practised more lesti- \ 
arum, and may also be followed by pregnancy. Pregnancy and menstru- 
ation have little influence on the increase of the tumor, but there is a 
lack of sufficient observations. The general health does not suffer materi- 
ally from the affection^ 

The course is variable; tumors the size of a chiWs head may spring 
up in a year, and those the size of a hen's egg may have grown gradually 
in decenniums. The ablation of a portion of the tumor, for instance, 
the labia minora, has a limiting influence on universal elephantiasis 
vulvae. 

On'the other hand, good-sized tumors soon re-form from remnants of 
the growth. Elephantiasis is most frequent on the clitoris, then on the 
labia minora and majora. 

The diagnosis is very simple, the hypertrophy of the vulva is recog- 
nized at first sight. Only in ulcerated elephantiasis may carcinoma 
enter into consideration. Excision of a small part would allow the diag- 
nosis of carcinoma to be formed immediately. 

The treatment consists in removal of the tumor. With good assistance 
we may proceed by dissection, tie the bleeding vessels, and, if possible, 
unite the wound primarily by suture. The practitioner, if alone^ may 
apply the elastic ligature, cut above it, and ligate the pedicle in sections. 
Healing ensues without special danger. All ointments, caustics, etc., 
are to be discarded as opposed to the operation with the knife. At most 
the galvano-cautery may be employed. 

However, if the tumor cannot be removed entire, for instance, if its 
base is too broad, spreading over the mens Veneris, and adherent, we 
remove as much as possible. Then portions are ligated en masse, as the 
vessels in the severed tumor cannot be grasped. If bleeding occurs in 
spite of the ligature, the hot iron is most to be recommended. 

Rarer New- Formations on the Vulva. 

Small tumors occur at the vulva which have been described as moUus- 
cnm simplex. Twice I have cut off a tumor of that nature. One had 
an oblong, the other a round form; both were soft, not pigmented, with- 
out hairs, had sprung from the posterior third of the labium majus, and 
had caused no symptoms. Hildebrandt figures a case of four such tu- 
mors springing from the labia majora. 

Myomata sxidfibro-myomata of the vulva have also been described. 
They are hid from sight or hang from the vulva as a pendulous 
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tnmor. Still rarer are lipomata which may attain a colossal size. Be- 
sides^ cases of sarcoma^ enchondromay and nearoma are known. 

On occount of its rarity^ lupus of the Ynlva has been but litiJe studied, 
and is described nnder the name of esthi/omine. Its slow course distin- 
guishes it from carcinoma; its superficial extent, from elephantiasis; the 
quality of the ulceration, from syphilis or the phagedsdnic ulcer. 

Lupus bears the strongest resemblance to elephantiasis. But Inpns is 
more destructiye, extends more energetically, and secretes more fluid. It 
is often barely credible how few symptoms are caused by the largest lupous 
destructions. All the soft parts from the anus to the mons Veneris may 
be changed into a uniform, moist, firmly oedematous, partly ulcerated, 
suppurating, fissured, fistulous mass without any complaint of pain and 
inoonyenienoes. 

According to the form, there haye also been distinguished a lupus 
perforans, hypertrophicus, and serpiginosus. The treatment is usually 
hopeless. If the affection were to come under obseryation in time, the 
tumor or the ulcer should be remoyed most completely and carefully. In 
lupus, too, the suspicion of tertiary syphilis is often present. 

Apart from yaricose dilatations of the labia, yery frequent in old wo- 
men, there also occur congenital teleangiectases — naeyus yulysB. If they 
increase much in size, especially at puberty, their remoyal is adyisable. 

Cysts of the yulya haye already been considered; they are mostly con- 
nected with the glands of Bartholin. But other cysts of unknown origin 
likewise occur. If they interfere with walking or coition, they should be 
opened. Here the differential diagnosis from hernia of the labium majus 
would be especially important. 

The glands of Bartholin, too, may change into a carcinoma or a ma- 
lignant adenoma. 

D. Lesions of the Vulva (Perineal Ruptitreb). 

Inasmuch as, unfortunately, it is not yet customary to repair all peri- 
neal ruptures after deliyery, and as this operation in recent cases is often 
badly performed and fails, the gynecologist frequently sees cases of old 
uncured lacerations of the perineum. We distinguish complete perineal 
ruptures in which the sphincter ani is torn and the laceration extends a 
yariable distance into the rectum, and incomplete lacerations in which, 
often but a yery thin membrane separates the yagina from the rectum. 
Nearly always a part of the primary laceration from aboye downward has 
closed, so that we see at the upper end of the injury a white mark — the 
cicatrix — extending upward into the yagina. 

The etiology of the lacerations belongs into obstetrical text-books. In 
yery rare instances the perineal rupture is the consequence of a non-puer- 
peral injury. At times a bridge-like union also forms, leaying a rectal 
fistula aboye it. 

The symptoms^ often eyen in complete rupture, are quite insignificant. 
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We are astonished to see that^ in the absence of the recto-vaginal wall to 
the height of three or four centimetres, continence of faeces still remains. 
This is possible by vicariating hypertrophy and function of- the superior 
sphincter — the internal — ^as well as by the lower sphincter joining the 
cicatrix and contracting toward it, thus sufBciently closing the anus. In 
other eases only solid faeces are retained, the liquid masses passing spon- 
taneously. Withal the patients usually believe that faeces and flatus 
pass per vaginam. Sometimes the rectum also develops a state of irrita- 
, bility, 80 that thin faeces are continuously passed. In incomplete peri- 
neal lacerations normal coition is impossible, and sterility is a frequent con- 
sequence. If the septum is very thin, fissures are developed in it which 
render defecation and coition painful. 

As neither uterus nor vaginal portion is supported by the lowest ^art 
of the perineum, the perineal rupture has nothing to do directly with 
prolapse of the uterus. The posterior vaginal wall is the natural support 
of the anterior one. If the anterior vaginal wall is elongated, hypertro- 
phied, prolapsed, and if, besides, its natural support, the posterior vaginal 
wall, is absent, the anterior wall may sink still lower. It drags on the 
uterus and pulls it downward, so that indirectly prolapse of the uterus 
may be connected with a considerable perineal laceration. 

These processes are accompanied by the very annoying sensation of 
prolapse. The anterior vaginal wall crowding between the vulva causes 
subjective symptoms on the one hand, on the other it falls into a state of 
chronic inflammation. The hyperaemia in which the uterus takes part is 
also followed by various uterine diseases. 

In complete perineal ruptures, small ectropia of the rectal mucous 
membrane into the vagina, or at least into the laceration, are not of rare 
occurrence. These ectropia, of vivid red color, are clearly demarcated 
from the paler vaginal mucous membrane, and make the impression of 
fresh granulating surfaces. In incomplete perineal laceration, both 
wound surfaces often have at once become widely separated, and the an- 
terior rectal wall has prolapsed between them, so that a slight rectocele 
results. 

The symptoms above described, and the injurious consequences, call ■ 
for an operation. 

We must flrst discuss the question when we should operate. Certainly 
soon after delivery. After about eight weeks, when the involution and 
the lochial flow have terminated, the operation can be performed even in 
nursing women. Here we have the advantage that the parts are still 
very hyperaemic, and consequently heal more readily. If the laceration 
be of our own making, we shall naturally be desirous to attain 
the cure as soon as possible. This is not supposed to mean that our 
chances are less in future. Even years after the injury the operation al- 
ways succeeds. We may even operate while remnants of exudation are 
still present. In general the rule is accepted, to operate about one week 
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Fxo. 47.— Diagram of the suifaoe fraahflDed by 
Simon and Hegar. c, central amall vaginal freshened 
•iirfaoe; g^ vaginal Butnrea, approximating a e to a «; 
5/, rectum, d, suturea which are tied behind in the 
roctum; e/beoomeetheperineom. 




Fxo. 48.~Diagram of the surf^uie freshened t^ Hilde- 
brandt. c. central vaginal flap ; cge^ becomes the 
sagittal outline of the posterior vaginal wall; fh, 
rectum; d, sutures which are tied In the rectum; ef 
becomes the perineum. 




Fko. 48.— Diagram of the surface freshened \ty 
Fteund. x^Mp of the posterior rugous column; ce^ 
the two lateral vaginal freshened surfaces; a is Joined 
to a\ 9 to ^; e/beoomes the perineum ; 6/, the rectum. 



after cessation of menstnui- 
tion* However, I have ope- 
rated not rarely in the period 
of lactation without, as is 
feared, provoking by the 
operation a uterine hemor- 
rhage — ^premature menstrua- 
tion. Preparatorily the field 
of operation is to be disin- 
fected by sitz-baths and va- 
ginal irrigations for some 
days prior to the operation*. 
(See Chapter IV.) 

The modern methods of 
operation are those of Simon 
and Hegar (Fig. 47), HUde- 
brandt (Fig. 48), and Freund 
(Fig. 49). Hegar freshens a 
butterfly-shaped surface 
(Fig. 47). The freshening 
extends far forward to the 
labium majus, furnishing a 
broad perineum, but the 
union does not go far up the 
vagina. Hildebrandt, how- 
ever, removes in the centre 
(Fig. 48, gcg) a rather 
broad flap. The details are 
made evident by the figure 
and its description. 

Freund justly objected 
to this method that it did 
not consider the natural 
conditions; that the centre, 
thecolumnarugarum, hard- 
ly ever tears in a sagittal 
direction, but that the lace- 
ration extends upward on 
one or both sides, so that 
a tag remains in the middle. 
If that were cut away, or 
the union efEected across it, 
the vagina would lose in 
expansibility. Freund, there- 
fore, freshens as shown in 
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Fig. 49; X is the central^ usually intact prominence of the rugous column. 
On both sides of this^ a' c a and g' c g^ two tongue-shaped surfaces are 
freshened and each united by itself. Then the operation is continued in 
the usual manner, g' e being joined to a' e, and ef to ef. 

I have operated in the following manner: The endeavor should be to 
reunite the parts in the same way in which they formerly were. There- 
fore I first trace the continuation of the defect into the yagina. Nearly 
always we see obliquely upward a white line — the cicatrix of the vagind 
laceration. Not rarely the vaginal cicatrix extends high up into the 
vaginal vault. This cicatrix is the central line of the freshened surface. 
Then the freshening is commenced by the side of this cicatrix^ as though 
we were to operate on a fistula. If the cicatrix is very long (Fig. 50, a), 
the freshening does not extend to the upper end of the scar. The upper 
terminus of the freshening must always be one and a half centimetres 
above the defect. 





Tm. BO.-DIa€rram of the suifaoe ftreshened Fio. 61.-Uiilted perineal 

tiyFrttach. cccc united with &&€'& Ues laceration, ae, raglna; a/, 

porteriorij, laterally, or medlaUy in the perineum; df, rectum, 

▼agina; o-e, posterior vaginal wall; e/, peri« 
neom; d, sutures tied in the rectum; 5, pos- 
terior rectal wall; a, dcatriz. 

The defect is, besides, circumcised with scissors so that the rectal 
wall is also freshened. Portions of the rectum in a state of ectropion are 
removed, as they are usually inflamed and too reaaily permit the sutures 
to cut through. Intentionally the perineum becomes narrow, narrower 
than it has been. After being united, especially if the rectal sutures ex- 
tend deeply, the sagittal outline of the joined posterior portion lies al- 
most vertically downward from aboye. I haye found too often that the 
artificial forwara elongation of the perineum is useless. If the freshen- 
ing be too broad aboye, the traction in the vagina is so strong that union 
takes place badly. A thin perineum, howeyer, interferes with coition, 
mptares during labor, and is absolutely without any influence in the pre- 
vention of prolapse. Therefore I make the perineum rather narrow. 
(See Fig. 61,6/). 

The operation for laceration of the perineum is so easy that every phy* 
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sician should perform xL Of course^ it is impossible to do this operation 
without having seen it seyeral times, or, better, having assisted at it 

In order that every physician may be able to operate, the number of 
assistants should be quite small. To render this possible, I have devised 
the leg-braces represented in Fig. 52. 

The illustration renders description unnecessary. These leg-braoes 
can be screwed to any ordinary table. The rods carrying the legs are 
octagonal below and are inserted into octagonal sockets, so that they can- 
not be turned and the legs approximated. In this woodcut, engraved 
from a photograph, we also see the vagina exposed; my speculum holder 




Fio. SS.~The patient ready for operation, ftetened to the les^breooa. 

drawing the posterior vaginal wall downward. A movable iron rod with 
corresponding curvature is inserted in a small bracket screwed to the 
table between the two leg-braces. To the upper part of this rod Simon's 
speculum for the posterior vaginal wall is attached. For the perineal 
operation this speculum is omitted. The anterior part of the vulva, 
however, is separated by Bozeman's speculum (Fig. 63). This instru- 
ment, being self -retaining, presses the soft parts of the vulva to the pubic 
arch in an excellent manner. Although the inventor applies it witii the 
screw below, I have found it more advantageous to reverse the speoulnm 
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80 that the screw comes aboye the mons Veneris (see Fig. 52). Thus the 
perineum is readily accessible in eyery way. The median part of Boze- 
man's specnlam for the upper yaginal wall is unnecessary^ for the anterior 
Taginal wall cannot sink^ because the two lateral wings greatly stretch 
the vagina in a ti*ansyerse direction. In cystocele alone^ the anterior 
Taginal wall sinks between the two lateral parts of the speculum. The 
patient being narcotized and fastened in the leg-braces^ no skilled assist- 
ant is required. But one medical man is necessary to superyise the 
narcosis, and some one to irrigate the wound. Instruments, needles, 
needle-holders, etc., are in readiness on a chair, lying in a dish full of 
carbolic-acid solution. 

Two fingers are now inserted into the anus, and the portion to be 
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freshened is bulged out. The entire figure is then marked out with the 
knife, and the mucous membrane is detached with the curved forceps 
and the knife. It is certainly more convenient if an assistant aids the 
operator by stretching and pressing, by passing his fingers into the anus, 
or pulling with tenacnla, the American bullet forceps, or the forceps. 
But it can also be done alone without such assistance. 

In order not to penetrate too far into the tissues, the edge of the 
knife is directed towards the flap. After one ^'flap^' has been dissected 
off^ the progress is more rapid. The beginner is to be advised not to 
freshen the entire surface from one line. In that way it is easy gradually 
to cut too deeply. It is better to commence at different points of the 
periphery, advancing toward the centre. Should the bleeding be too 
profuae, the loosened flap is pressed on, a sponge perhaps being superim- 
posed, and the dissection is commenced from the opposite side. If a 
fenestra has been cut into the mucous membrane, the remaining remnant 
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of the mucosa should be at once looked for. With my method we always 
get to the cicatrix in the centre^ where it is often impossible to loosen the 
membrane. Then the superficial layer is cut off with Gowper's scissors 
The cicatrix comes into the depth of the wound, and therefrre is of little 
importance. Below, where the incision extends into the external skin, 
we must not go too far beyond the still marked old anal margin, other- 
wise the traction becomes too great. After the whole surface has been 
freshened, I stretch the margin of the defect, and cut it out with scissors 
like a fistula. The particles of the rectum in a state of ectropion are cut 
away at the same time. The surface is now inspected 
while a stream of carbolic solution irrigates the wound. 
Small prominences and irregularities are cut off here and 
there with scissors. At the margin of the wound, the 
distance from the intact tissue to the freshened surface is 
rendered equal all ai-ound. Then follows the suturing. 
The material I use is silk, about which I never had any 
cause to complain. The needle-holder represented in Fig. 
64 is largely used in gynecological operations. Grooves are 
filed into one side of the needle-holding jaws, the other side 
being roughened. Still better holders for the needles, but 
applicable to a more limited number of positions, are the 
needle-holders with grooves on both sides. The needles 
exactly correspond to these grooves. The fact that only 
certain needles fit these holders, and that but three or four 
different positions of the fixed needles are possible, re- 
stricts theiB use to the simpler operations, such as the 
perineal operation in question. 

First the sutures (Fig. 60, c c') are inserted. In order 
not to cover the relations of the wound, they are left untied 
for the present. As the needle is passed, one finger is 
placed into the rectum with which the point of the needle 
is controlled. I take very strongly curved needles, and, 
on principle, I include as much tissue as possible, that is 
^***h^S«^*" ^ ^y» I carry the point close to the rectum. In the centre 
of the freshened surface I cause the needle to emerge, but 
re-insert it immediately by the side of this opening, and on the right 
side again grasp as much tissue as possible. In this method, including 
much tissue with strongly curved needles^ the results as regards certainly 
of healing and firmness of the cicatrix are better than if only the upper 
layers of the freshened surface are approximated. 

Then the rectum is sutured. Here the sutures must be passed in 
such a way that they either enter in the rectum and re-emerge in the 
freshened surface one and a half centimetres from the margin of the 
rectal wound, or two needles must be carried on one thread. Then it is 
possible to lead both extremities of the thread from the wound-surface 
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into the rectum. The rectal sntores are first carefully tied^ the knotg 
(Fig. 51) lying in the rectom from dio f Then the remaining vaginal 
Biitiires (Fig. 51) from c to e are passed and united. In mv method, 
with vertical or very slightly oblique posterior vaginal wall, this is very 
easy. The traction is insignificant. Then the remainder, ef, the peri- 
neum, is joined with three sutures. 

I do not at all hesitate to cross the sutures exactly in the centre of 
the present united surface, at * in Fig. 51. Thereby the apposition of 
the wound surfaces becomes perfect, and union ensues more readily. 

Before I had the necessary practice, when I still made the perineum 
as large as in Hegar's operation. Fig. 47, it often happened that c e, Fig. 
51, remained ununited on account of excessive traction. Still the effect 
of the operation was a good one, as the rectal surface united. In the 
same way I have observed that the rectal suture failed to unite, but that 
of the vagina from cio e closed, and here also the desired result waa 
obtained. 

The after-treatment consists in vaginal irrigations (see Chapter IV.). 
The whole vagina and the anus are covered with benzoated or salicylated 
cotton to ward off impurities of the bed. If after two or three days the 
perineum is not swollen, union is certain. But even if swelling and 
suppuration ensue, the hope of success should not be abandoned. If the 
sutures but extend deeply, and grasp much tissue, union by second inten- 
tion not rarely occurs. 

The practice of locking the bowels with opium has been universally 
abandoned. But also the artificial production of passages soon after the 
operation is injurious according to my experience. If the bowels have 
been fully emptied before the operation, and if a restricted diet be pre- 
scribed, it is best to wait five days. Then the large intestine is filled 
with water by the irrigator, and a laxative is administered. After the 
first defecation, the most accessible sutures may be removed. We need 
not trouble about the other ones. If they cause any inconvenience, 
trifling suppuration, etc., and if they do not gradually come out sponta- 
neously, they may be removed after some weeks. 

When the rupture is combined with considerable descensus of the 
anterior vaginal wall and the uterus, more complicated methods of 
operation are necessary. On the other hand, if the laceration is incom- 
plete, the operation is performed in the same way as in rectal laceration, 
but the rectal sutures are omitted. 
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OHAPTEB VIL 
DISEASES OF THE VAGINA.* 

A. Iktlamication of thb VAauTA (O0LPITI89 YjLQunna). 

Etiology. 

Inflakmation of the vagina often arises from foreign bodies. A 
tampon remaining in place too long incites inflammation. In the same 
way many pessaries very soon set np a quite acute inflammation pro- 
ducing bloody pus. Occasionally pessaries are worn for years, while in 
other individuals the most violent colpitis arises already after three or 
four days. 

Most dangerous in this respect are old, previously used pessaries 
which, of course, no physician re-applies, but many a midwife does. I 
have seen most intractable inflammations which had arisen in this man- 
ner. Also wooden pessaries covered with leather and varnish, pessaries 
^f rubber which is too strongly impregnated with sulphur, and inappro- 
priate pessaries generally, provoke vaginal inflammations. With long- 
retained pessaries, the vaginitis may be so violent that sanious pus 
<)ontinuous1y escapes, and the pessaries become completely imbedded in 
^granulations and cicatrices. Like pessaries, other foreign bodies, per- 
haps introduced for masturbatory purposes, cause inflammation. Even a 
sponge accidentally left in the vagina causes sanious discharge and 
contracting inflammation, so that in one case carcinoma was first diag- 
nosticated. Furthermore, strong caustics with which the vaginal jwr- 
tion is treated cause vaginal inflammations, large cicatrices, and even 
stenoses. 

Also from vesico-vaginal fistulsB an inflammation sometimes results. 
But it seems here that it has extended upward from the vulva; at least 
in cases in which the external parts are sufficiently clean, the vagina 
generally is not found inflamed. Under the influence of gravid 
hyperaemia, the investiture of the vagina hypertrophies, becomes very 
hypersemic, single groups of papillas swell considerably, become hard 

' The malformations of the vagina will be discuss^ partly with thegynatre- 
fiiffi, partlj with the malf ormationB of the uterus. 
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«nd painful (grannlated yagina), many epithelia are cast off and lie in 
the Tagina as creamy masses^ often as scales and lumps. 

Especially remarkable is the yaginal inflammation described as vagi- 
nitis adhaesiya, occurring in old individuals. This is not a universal^ 
bnt a circumscribed form of inflammation. The epithelium disappears 
in places, granulating surfaces form in the vaginal vault which adhere 
to each other. Thereby the vaginal portion may partially adhere to the 
fornix, so that isolated cords can be felt; or totally y so that the vaginal 
portion cannot be felt at all, as in senile involution. 

The etiology is very obscure. Why just in advanced age, where every 
injury and irritation are lacking, the fornix vaginaa should become in- 
flamed, is difficult to understand. Vaginitis adhsesiva, especially, is not 
at all connected with the presence of pessaries, during the use of which 
this peculiar form is never seen. However, I have hardly ever seen 
a case of vaginitis adhsesiva without cervical catarrh, and it is possible 
that the secretion of the cervix present in the atrophying vagina, and 
removed neither by coition nor menstruation, has a macerating influence 
on the vagina. This maceration would be facilitated, especially, by the 
fact that the layer of pavement epithelium becomes gradually thinner 
with age, 

Gk>norrhoeal infectioa, however, is to be considered the most frequent 
cause of a colpitis, concurring with all those hithei*to named. In vaginitis,. 
virulent infection is the etiological factor still more frequently than in 
inflammation of the vulva. 

Moreover, an inflammatory destructive process may spread from the 
vnlva to the vagina, so that in the grave forms of gangrene or diphtheria 
of the vulva, the vagina likewise perishes by sloughing. 

Syphilis causes no specific vaginal affection. It will be impossible in 
a ooncrete case to exclude a gonorrhoea as etiology. 

Infusoria and fungi have been found in vaginal inflammations^ 
Oxynris vermicnlaris, escaped from the anus into the vulva, may like- 
wise lead to inflammation of the vulva and vagina. 

Vaginitis occurs in scrofulous children, but, of course, the diagnosis 
if not quite certain on account of the impossibility to exclude cervical 
diseaae by careful examination. 

Anatomy. 

The seeietion ncnrmally present in the vagina consists of cast-off pave- 
ment epithelium and cervical and uterine mucu& The vagina itself, 
the '' mucosa" of which is really no mucous membrane but an epidermis, 
contains no organs secreting mucus. Although glands have been found 
in the vagina^ this is by no means a constant condition; but these glands 
particolariy do not impart the character of a mucous membrane to the* 
vaginal lining. For iliis reason, too, a vaginal catarrh in the ordinary 
1 is impossible. Oatarrhal secretion is a mass consisting of quantita- 
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tWely increased normal secretion and pus-corpnscles. Therefore^ as the 
ya^na sheds homy epithelia, but normally possesses no secretion, a 
catarrh is as impossible as a catarrh of the external skin. 

The superficial inflammation of the vaginal investiture, therefore, 
would rather possess the character of an erythema or erysipelas. After 
desquamative processes, of course, a copious suppuration of the exposed 
deeper parts is possible. In general, vaginal inflammations are not too 
frequent " Fluor albus," by the ancients usually interpreted as vagi- 
nitis, generally consists in endocervicitis in which the vagina forms 
merely the place of passage or accumulation of the uterine secretion. 
The moistening of the vagina and complicating hypersemia then lead to 
a plentiful separation of the superficial epithelia. 

There is, in the first place, the cujute universal colpitis. Here we 
have mostly to do with gonorrhcsal infection. Noeggerath has asserted 
that in gonorrhoeal infection the entire ** mucous tract," from the vulva 
to the ostium abdominale tubsB, is always implicated. Such cases cer- 
tainly do occur. A chronic gonorrhoea, however, may remain in the 
cervix, uterus, and Bartholin's gland, but the vagina usually does not 
become inflamed, and recovery soon results. Already the fact that the 
vagina is covered with pavement epithelium, and that the secretions 
escape from it spontaneously, is favorable. We know that, in the male, 
the gonorrhoeal inflammation in the urethra becomes chronic, but the 
external cutis inflames acutely in the form of balanitis, but not chronic- 
ally, and a similar course obtains in the female. The vagina inflames 
acutely; on the mucous surface of the uterus and the gland of Bartholin 
the inflammation remains chronic. Even the urethritis often complicat- 
ing a gonorrhoeal inflammation heals spontaneously in the female, disap- 
pearing without any direct treatment. In harmony with the close 
connection of the various uterine tissues, on upward extension of the 
colpitis, the uterus becomes affected in toto, that is to say, there occurs 
a quite acute endometritis, metritis, and perimetritis. Even more rarely 
than in the male, cystitis and nephritis may occur in connection with the 
urethritis. But a few such unquestionable cases I have seen. 

In the speculum, in acute cases, the vagina is found vivid red, in 
some places there is even a deposit on the membrane resembling that 
found on the peritoneum in peritonitis. On advancing the speculum, 
isolated hemorrhages occur; the speculum scrapes off yellowish or brown- 
ish-red pus. In gravidsB especially, large masses of purely yellow pus are 
found, while the quantitatively equally considerable masses of pus from 
irritating pessaries are mostly tinged with blood and are more fluid. 

On the other hand, however, a purely desquamative vaginitis occurs 
from pessaries. Without the occurrence of any symptoms, the entire 
pessary is found surrounded by a mass resembling inspissated vemix 
caseosa. 

The worst cases of universal vaginitis are those running their course 
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with yery great swellings oedema^ and final gangrene of the vagina: the 
cases of diphtheria in infections diseases. Here the tumefaction and 
swelling are relatively as great as those of the conjauctiva in blennorrhcea 
and chemosis. In these cases^ gangrenous slonghs are cast off, so that 
even after recovery strictures or atresias remain behind. 

A partial diphtheria is sometimes observed after unsuccessful fistula 
operations; the wound, after separation of the sutures, is first covered 
with deposit and hard, and does not clear until after disinfection. 
Usually the entire vagina is also reddened and painful. 

In a great many cases, especially also in pregnancy, the inflammation 
confines itself to single papillae or groups of them (vaginitis granulosa); 
they are infiltrated, hard, hypertrophied, and distinctly prominent. 

Almost exclusively in pregnancy, or at least after recently preceding 
pregnancy, a peculiar afEection of the vagina occurs — colpohjrperplasia 
cystica. The vagina not being properly inflamed, this name is preferable 
to '^ colpitis emphysematosa." According to the latest investigations of 
Rnge, we here have to deal with air-cysts in the connective tissue, both 
in the papillae and more deeply seated. Whence the air is derived, or 
what mixtures of gas these cysts contain, has not been determined. The 
condition cannot claim any practical interest. 

As opposed to universal acute vaginitis, the above-described vaginitis 
adluMiva is a circumscribed chronic vaginitis. Here there is only a 
circumscribed loss of epithelium; the inflammation has its seat merely 
above in the fornix vaginae. 

Cases of chronic vaginitis are rare, unless we include among them 
desquamative processes during pregnancy or in the use of pessaries. 
In most cases, aside from these causes, there will be merely a secretion 
derived from the uterus, which distributes itself in the vagina. 

Under the name of vaginitis exfoliativa, rare cases have been described 
in which, during menstruation, fragments of skin are passed by the vagina. 
Such superficial exfoliations of the skin occur also during the application 
«f too strong astringents. 

A peculiar paravaginitis, an infiammation of the connective tissue 
sorrotmding the vagina leading to suppuration, has been described as 
paravaginitis dissecans. Through the suppuration here the entire mus- 
cular tube of the vagina may be separated, so that the vagina perishes by 
gangrene. In diphtheria of the vagina, too, a large part of it sometimes 
separates by gangrene. Then atresiae and stenoses occur during the 
healing. The vagina may also be entirely occluded for some distance, so 
that it will be impossible to restore a canal even by operation. The con- 
sequences of these atresiae at puberty are '^retention cysts:" haematocol- 
pos and haematometra. 

A singular vaginal affection, colpitis gummosa, has been observed by 
WinckeL In a syphilitic person, the whole vagina was filled with friable 
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masses of syphiloma. I saw a case of hypertrophy of the papillad in which 
the touch was impossible, and the entire vagina was studded with villL 

/ 
Symptoms and Course. 

The symptoms consist in pains and secretion. Particularly in gonor- 
rhoeal infection, the patients feel a burning pain and sensation of heayi- 
uess in the pelvis. Especially characteristic in this connection is the 
pain during urination — a symptom pointing to participation of the 
urethra. The touch or the introduction of a speculum may be impossi- 
ble on account of the pain and oedematous swelling of the entire vaginal 
walls. Even the irrigation of the vagina is painful at first Copulation 
cannot be borne on account of the pain. Especially if the vagina and 
vulva are eroded by ichorous discharges, the sensibility of the vagina may 
beoome so great that every touch will produoe the most violent pain. 

In the acute inflammations of the vagina, some fever is sometimes 
present. The whole abdomen, particularly movements of the uterus 
during combined examination, may be sensitive — a symptom pointing to 
implication of the perimetrium.^ 

In diphtheria and spontaneous gangrene of the vagina, of course, high 
fever and ichorous discharge, mixed with gangrenous shreds, are present 
The local symptoms, however, cannot be very severe, for in many gyna- 
tresisd, decidedly of this origin, the history could not subsequently 
demonstrate any preceding local affection. It is possible, too, that the 
general and grave course of the causative disease, such as typhoid fever, 
may at that time have diminished the sensibility. 

Both the colpitis and the participation of the bladder and the peri- 
metrium may exert an unfavorable influence on the general condition, so 
that patients of that class may emaciate considerably. 

The more chronic forms of colpitis have less influence on the general 
condition; in them, the complicating oervioal catarrh is mostly of im- 
portance. Adhesive vaginitis causes as few symptoms as the emphy- 
sematous form; only in the former affection some sanguineous pus is 
usually discharged. 

In the granulating inflammation of pregnanqy, the vaginal touch is 
painful. 

If the injurious cause is removed, such as an inappropriate pessary^ 
the vaginitis soon disappears spontaneously. But if the inflammation 
remains untreated while the etiological factor persists, the inflammation 
may extend to the tube on account of the continuiiy of the mucous tract 
If then it should be impossible to cure the uterine disease, the course of 
the vaginitif will also be a v^ slow one. 

Diagnosis. 

The report of the patient that discharge is present is not sufficient 
for the diagnosis. Only inspection of the vajsina through the speculum per- 
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mite of the f onnation of a diagnosis. Bat even if the yagina is everjrwhere 
corertd with secretion^ but is pale-red and not painfal, the yaginitis can- 
not yet be diagnosticated. There must be pain, a general yiyid-red or 
bluish coloration, and swelling, or the aboye-described tumefaction of 
aingle groups of papiUsd. On the other hand, granulating and adhesiye 
TBginitis can be diagnosticated by the mere touch. In the former, the 
hard granulations are felt; in the latter, the often quite friable cords 
between the yaginal portion and the yagina. Kot rarely eyen the yaginitis 
idhflMiya is felt, while the cords can hardly be seen through the speculum. 

Colpohyperplasia cystica is diagnosticated by scarifying and emptying 
the yeaicles or demonstrating the presenoe of air under the surface of the 
ikin. 

In &yor of gonorrhoeal infection are — the acute, otherwise inexplicable 
beginning, a possibly complicating Bartholinitis, the presence of pointed 
condylomata, a painful sensation on firmly pressing the urethra against 
the symphysis, and tenesmus of the bladder, or burning during urination. 

When treating children for scarlatinal diphtheria or other graye 
infectious disease, the genitals should be frequently inspected so as to 
goard against being suddenly surprised by an adyanoed destruction. I 
hare seen cases in which unquestionably a diphtheritic ophthalmia and 
a diphtheritic yulyitis and yaginitis arose almost simultaneously from 
phalangeal diphtheria. 

Prognosis. 

The more acute the case, and the sooner it comes under treatment, 
the better is the prognosis. In gonorrhosal infection, there is always the 
danger of an acute endometritis, metritis, and perimetritis. In chronic 
inflammations, the prognosis is bad because it is often impossible to 
lemore the causatiye agent, for instance, cancer-juice. In diphtheritic 
gangrenous inflammations, small children almost always perish. But 
even if tiie momentary danger is past, the prognosis still is rendered 
doabtf ul by the sequeln, adhesions, etc 

Treatment. 

Yaginitis dae to an irritating pessary or tampon usually disappears 
qwntaneously after remoyal of the object. A few injections of luke- 
warm water hasten the cure. If a ceryical catarrh simulates a yaginal 
secretion, the ceryical catarrh must of couse be attacked. 

For gonorrhoea! infection, we may employ dry or wet treatment. 

in the former method, the yagina is carefully cleansed as the specu- 
lum is inserted, while, on its withdrawal, the yaginal waUs are dusted 
with the remedy. This is done with the pulyerizer, with a bunch of 
cotton dipped into the powder, or by pouring the powder into the 
qwenlnniy and pushing it in portions between the yaginal folds with the 
uterine rod as the speculum is withdrawn. The customary remedies are 
7 
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tannin and alnm. The former is used pnre^ the latter is mixed with 
sugar or starch (1 : 10). Also the insertion of yerj large, long tampons 
the shape of a penis, dipped in strong astringent solations of alum, 
tannin-glycerin (5 : 25) has often a good effect. 

In a similar manner, the vagina may be painted through the specu- 
1am, using strong solations of silver nitrate (1 : 20), tincture of iodine, 
which causes no serious pain, or alum. Especially in chronic inflamma- 
tions, I have seen excellent results from tincture of iodine. 

Another method is the bath of the vaginal walls: the astringent fluid 
is poured into a speculum, a part of the vaginal mucosa is allowed to 
remain in contact with the fluid, and the speculum is withdrawn very 
slowly, the rest being poured into a small dish held below. 

Also the medicated suppositories in use already before the time of 
Christ, are still employed. The astringent is mixed^with suppositories of 
cacao butter, or glycerin with gum-arabic. These suppositories have the 
disadvantage that in melting they drop out of roomy vaginse, and soil 
the external genitals. 

In gonorrhceal vaginitis a careful treatment is required. I have had 
the best results from a combined astringent-disinfecting method* Irri- 
gation is performed every three hours, alternately with an astringent and 
a disinfectant. This has a better effect than if both, say carbolic acid 
and alum, are together mixed with the water. 

For a disinfectant, I rather use a non-caustic remedy than carbolic 
acid. 

Powders of three grammes of salicylic acid are dissolved in alcohol or 
Cologne water, added to one litre of water, and used as a vaginal irriga 
tion. The water should be of about 26**-28° E. (88**-95^ F.). The 
addition of alcohol has an excellent effect. After three hours an irriga- 
tion of alum is prepared (about a heaping teaspoonful dissolved in hot 
water, and added to one litre of water). This treatment is continued for 
three or four days. Should the discharge persist, it is best to paint the 
entire vagina with tincture of iodine or solution of silver nitrate. 

Of course, the continued irrigation, by the immediate removal of the 
secretions, may deceive the patient as to their quantity or even about 
their presence. Therefore, previous to every renewed examination, the 
irrigation should be suspended for twenty-four hours. 

In bad cases, vigorous tamponing of the vagina with dry benzoated 
cotton, continued for days, has also done me good service. 

Colpitis adhsBsiva requires no direct treatment 

The vaginitis of scrofulous children is best treated constitutionally 
and with salt-water baths. 

In grangrenoas vaginitis, frequent disinfecting irrigations and, after 
separation of all necrosed portions, the insertion of a tampon to prevent 
stenosis, is to be recommended. The tampon is coated with boracic 
acid ointment or carbolized oil. 
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In excessiTe secretion dariug pregnancy, cleansing irrigations with 
lakewarm water are permissible. If care be taken, the pregnancy is not 
interrupted. Granulating vaginitis seems to be made to disappear by 
the act of parturition and the involution of the puerperium. 

B. Cysts of the Vagina. 

Vaginal cysts vary greatly in size; thoy may be as large as a nut, or 
even so large as to interfere with labor and hinder the functions 
of the pelvic organs. As they usually cause no symptoms, they are not 
often recognized. But in thorough examinations, such as those of pros- 
titnteSy vaginal cysts are found in about one per cent of a]l cases. 

These cysts are variously explained. They have been declared to be 
retention cysts of the still questionable vaginal glands. Veit thought 
it necessary to assume a dilatation of G&rtner's canals which persist in 
many animals. It is also possible that but one of Miiller's ducts devel- 
oped, and the rudiment of the other adjoins the fully formed one in 
the shape of a cyst. Others have made ik appear probable that vaginal 
cysts originate from traumata or so-called thrombi (p. 77). The con- 
tents of the cysts are so variable that they permit no deductions. Clear 
semm and altered blood, thin or thick fluid has been found. In exam- 
ined cases, the cysts were invested with cylindrical epithelium. But 
vibratile epithelium has also been observed in the cysts. Even multi- 
locnlar cysts have been described. 

The cysts may lie quite superficially, projecting even polypus-like 
into the vagina, or more deeply with a thick wall aboye them. There- 
fore, some authors distinguish superficial and deep vaginal cysts. 
Among the superficial belong also those occurring in colpohypei-plasia 
cystica. The diagnosis is so easy that mistakes are hardly possible in 
combined examination from the rectum, bladder, abdominal coverings, 
and the vagina. 

As these cysts refill after puncture, a good-sized piece should be ex- 
cised from the wall. A knife is first inserted; into the opening thus 
made, a scissor-blade is introduced, the loose sac is lifted with the 
forceps, and as much as possible is cut off the wall. If the hemorrhage 
is profuse, we tampon. If the wall is very thick, the cyst-wall may also 
he united with the vaginal wall by the suture. 

C. Nbw-Foemations of the Vagiita. 

Carcinoma of the vagina, secondary to that of the cervix, is frequent, 
but rare primarily. It occurs both in the shape of a tumor and in that 
of an ulcer. In the latter case, it may form a round, oval, or ring- 
shaped ulcerated surface. If situated posteriorly, the rectal wall is 
almost always found implicated, even if the growth be of small size. 

The symptoms are the same as in uterine carcinoma— pains, dis- 
charge, and hemorrhage. Differing from uterine carcinoma, vaginal 
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carcinoma usually attacks yonng indiyidaals. Therefore^ complications 
daring labor are more easily possible than iu uterine carcinoma. 

The treatment is mostly symptomatic, as there is but little hope of 
operating in heathy tissue because of the rapid implication of neighbor- 
ing organs or portions of conneotiye tissue. Special methods have not 
yet been devised, owing to the rarity of the cases. 

Tuberculosis of the vagina occurs only as a local manifestation of 
general tuberculosis, and even then but rarely. 

Sarcoma of the vagina may occur secondarily in uterine saroonaa, and 
primarily as a circumscribed fibro-sarcoma. In the latter case it should 
be removed by operation. Or else it may represent a saroomatons degen- 
eration of the entire vagina, and be then inaccessible to the knife. Va- 
ginal sarcomata have been observed in very young individuals. The 
diagnosis must be formed by microscopic examination. 

Myomata of the vagina are not rare. When we consider the embiyo- 
logical relationship of the musculature of the vagina with that of the 
uterus, this is not surprising. Vaginal myomata, like those of the uterus, 
may be situated interstitially in the musculature, or project poljrpus-like. 
They may attain the size of a child's head, and then cause symptomis 
referable to pressure. But previous to that, difScult defecation and 
dysuria, various discharges, and pain during coition may point to some 
vaginal abnormality. The diagnosis is formed by examination, but it 
should be borne in mind that uterine polypi may enter into intimate con- 
nection with the vagina, so that on feeling the tumor adhere to the va- 
ginal wall, we have no proof that it springs from the vagina. Only if, 
after operative separation, the empty os uteri is felt above, we can pro- 
nounce it a vaginal myoma. Uterine and vaginal myomata are also met 
with simultaneously. As vaginal myomata are more aooessible than those 
of the uterus^ their removal is also less difficult 

D. Vaqikismus. 

The peculiar symptom of vaginismus is that a pidnful cramp of the 
sphincter cunni prevents the entry of any body into the vagina. There- 
by coition, the touch, or the introduction of a speculum is rendered im- 
possible. Gases have been described in which merely blowing against the 
vulva or tickling with a feather, and even the bare thought of coition 
provoked the reflex spasm. Sometimes, besides the sphincter cunni, the 
adductors of the thigh and the levator ani participate in the cramp. 

This group of symptoms is to be traced back to very different causes* 
In the first place, an injury may provoke the vaginismus. Should the 
introitus have been injured during the first attempts at intercourse, per- 
haps made awkwardly and against violent struggles of the woman, coition 
will be painful. The woman, as yet void of any feeling of voluptuous- 
ness, is alarmed, struggles, falls into violent nervous excitement, the legs* 
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tremble, and are pressed spasmodically together. As soon as the penis 
touches or lacerates the woand, the cramp of yaginismus occurs. 

If the entire introitus is reddened by inflammation, the pain is equally 
great, and vaginismus ensues. Especially in gonorrhoic inflammation, 
with or without Bartholinitis, the complex of sjrmptoms constituting va- 
ginismus is set up. Should, as is often the case, all this concur; should a 
man during the attempt at coition with simultaneous injury infect the 
woman who is averse to intercourse, temporary vaginismus is easily ex- 
plained. It is self-evident that very nervous, erethistic, hysteric persons 
sailer more readily from vaginismus than phlegmatic, quiet, sensible wo- 
men. But this observation has led to the erroneous idea that vaginismus 
should be regarded as a local hysteria, a pure hystero-neurosis. 

Temporary vaginismus is very frequent, especially in young married 
women. It often happens that the specialist is called upon to examine 
the genitak, because the conscientious woman is rather disquieted about 
a possible defect of her sexual apparatus. On examination pronounced 
vaginismus is observed, still the husband soon overcomes these obstacles. 

Apart from these slight cases, gi*aver ones occur. Sterility is the con- 
sequence on account of the impossibility of complete intercourse. It has 
been overcome by having the sexual act performed in narcosis. But after 
purtni^'tion the vaginismus returned. An over-thick hymen may also 
giTe rise to vaginismus. The abnormal thickness may be explained in 
some cases by the impotent man failing to effect perforation or rupture 
of the hymen with his not fully erect penis. However, the continual 
attempts le^ to inflammatory infiltration and thickening of the hymen. 

In other cases of long standing, small non-inflamed fissures were 
found, which provoked vaginismus on touch, and after the removal of 
which, cure was effected. The connection was thereby rendered clear. 
The conditiop recalls fissure of the anus. In such casss, owing to the 
impossibility to have normal intercourse, ill-feeling may exist between 
husband and wife; through that, sickness of the woman, and finally 
s reflex psychosis. 

In the diagnosis it is essential to trace the cause of the well-marked 
eompiex of symptoms. If an inflammation is present, the case is readily 
understood. But if there is absence of any inflammatory symptoms, the 
entire vulva and the hymen must be examined in narcosis with the spec- 
ulum, tenaculum, etc., to discover a fissure. With a thickened hymen 
the diagnosis is likewise dear. 

The treatment in the temporary vaginismus after marriage is psychical. 
Attempts at coition are advised to be discontinued for the present;^ and 
in this way a redeeming word is often spoken for both parties. With in- 
creased mutual confidence, everything will be all right later on. 

If an inflammation is present, it is treated as such. A flssure is to 
be cauterised— in narcosis — so that a large crust results. Silver nitrate 
or nitric acid is to be used. An imperforate hymen should be incised^ 
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or, better still, excised. As the fissure may also be situated behind the 
hymen, a complete excision is to be recommended. The two margins of 
the woand are united with a few interrupted sutures, both to arrest the 
hemorrhage and to cause rapid healing. 

We then .test by the touch if vaginismus remains; usually this is not 
the case, although it appears so because the patient dreads the old pain 
during the touch. By coaxing, the touch succeeds, and the patient is 
thus convinced of its painlessness. Should vaginismus still be present, 
the vagina is slightly stretched with dilators. Also rupture of the 
sphincter, analogous to the treatment of fissure of the anus, has been 
recommended. Of course, coition at first is still somewhat painful, but 
soon becomes normal 

Hildebrandt has described cases of spasm of the sphincter ani, mild 
forms of which are certainly not rare. In Hildebrandt's case, the penis 
was firmly held for some time during coition, hence the term ''penis 
captivus." These forms have been described as painless vaginismus or 
vaginismus superior. 

E. Bbcto-yaginal Fistula 

If a complete perineal rupture occurs during labor, at first only a part 
of the perineum closes, and above a recto-vaginal fistula remains. We 
often find that the vagina remains in a fissured state, the posterior wall 
at that portion being formed merely by the thin rectal walL Then the 
fistula represents an opening in a thick membrane. Owing to the thin- 
ness of the surrounding parts, division and reunion are hardly possible 
with any prospect of success. 

The symptoms vary according to the size. Smaller fistulsB may have 
a sort of valvular occlusion, so that they may exist without causing any 
inconvenience. In other cases, flatus and liquid fsdces escape through the 
fistula, while the more solid matters pass by. If below the fistula not 
the entire perineum, but, as frequently happens, only a thin membrane 
has closed, symptoms of complete perineal rupture arise. Whenever a 
thin vaginal wall is covered with ulcerations or fissures, symptoms are 
complained of like those of fissure of the anus. 

Vesico-vaginal fistiflsd after operation do not rupture even during 
labor, for the anterior wall is compressed rather than stretched. On the 
other hand, rectal fistulsB easily reopen in subsequent labors. In one of 
these cases I first thought the posterior margin of the anus was the pos- 
terior vaginal commissure; the fistula, the os uteri; the thin rectal wall, 
the lower uterine segment During the low engagement of the head^ 
perhaps by the assistance of the midwife, the fistula had opened widely. 
Therefore I have cured two such cases simply by a perineoplasty, by tak- 
ing no notice of the fistula and freshening a large triangle, and uniting it 
down to the labia. In the one case, a later labor proceeded quite 
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smoothly^ without any laceration. In the other case, I did not obserye 
any snbseqaent labor. 

FistulsB may also arise from the pressure of a Zwanck pessary, from 
partial gangrene of the vagina in the paerperium, or from traamatism. 
Should these fistol® be surroanded by thick layers of tissue, they are 
operated upon in the same way as vesico-yaginal fistul® (see below). 

The lesions occurring in carcinoma, of course, cannot be treated by 
operation. 

FistulflB of the yagina with the small intestine have also been observed. 
If the portion of intestine below the fistula has ceased to function- 
ate, all the fseces pass through the vagina; otherwise, the greater part of 
the faeces pass through the intestine, a portion, however, also by the va- 
gina. The differential diagnosis between rectal and ileac fistulsd is made 
by the quality of the characteristic chyle-like contents of the small in- 
testine, and by injection of the rectum. 

The operation is likely to be very difScult, and must be performed 
according to the rules prevailing in praotematural anus. 
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CHAPTEE Vm. 

DISEASES OF THE BLADDER AND UBETHRA. 
A. FI8SUBE8 A^D ECTOPLB. 

TfiB bladder iB formed from the stem of the allantois; the iq>per 
end is the orachns^ extending to the umbilicos; below the bladder opens 
into the vagina by the nrethra. Aside from the exoessiyely rare reda- 
plication of the bladder, the existence of a sagittal or horizontal aeptam, 
and the congenital diyerticola, the important malformations are trace- 
able to urinary stasis. The latter again is the consequence of an atresia 
or the absence of the urethra. Possibly the malformations may eyen be 
traceable to an accumulation of fluid in the allantois, which may prevent 
the closure of the yentral fissure, or else the persistence of the yentral 
fissure may concur with amniotic ligaments or primary fissure-formations. 
In the latter case, ectopia of the bladder occurs, that is to say, a pro- 
lapse of the perfectly formed and closed bladder into or in front of the 
yentral fissure. More frequently the bladder is fissured in consequence 
of retention of urine. Thid is probably in those cases in which the 
centrifugal pressure in the abdominal cayity keeps the symphysis apart, 
so that a complete yentral fissure is found together with the defect of 
the anterior vesical wall. In that case the bladder was fissured even 
before it was supported by the abdominal wall, or the coincident ventral 
fissure facilitated the outward rupture. However, should there be above 
the closed symphysis, in a frequently small yentral fissure, a portion of 
bright-red vesical wall, it may be assumed that the rupture occurred 
even earlier, the ventral fissure subsequently closing everywhere except 
at the spot where the prolapsing bladder directly prevented it 

Likewise traceable to atresia or absence of the urethra are those cases 
in which the urine escapes from the umbilicus through the still patent 
urachus. Subsequently the urethra may yet become pervious, the ura- 
chus then remaining open, but no longer serving for the discharge of 
urine. It even happens that the urachus closes at the umbilicus and at 
the bladder, the accumulated secretions forming a cyst between these 
two spots. 

In complete absence of the bladder and closed ventral fissure^ the 
ureters empty directly into the urethra. 
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The external appearance of a fissured bladder is variable. The nm- 
bilicos is usually closer to the symphysis. In the worst cases^ the entire 
abdomen is cleft from a spot close under the umbilicus down to and in- 
cluding the clitoris. The urethra is absent, the pubic bones are far 
a{Mirt, the anterior vesical wall is lacking, the posterior wall forms a 
bright-red, hemispherical tumor. The vesical mucous membrane cover- 
ing this tumor is in a state of chronic inflammation* The orifices of 
the ureters project or are hidden in folds of the mucosa. The external 
abdominal integument terminates sharply at the tumor, so that we may 
insert a sound beneath this margin, as under that of a sinuous ulcer. Or 
else the integument irregularly blends with the vesical mucosa, some 
light-colored islands or proliferations of the epidermis are seen in the 
bright-red vesical mucous membrane. 

In other cases, the fissure is situated farther downward or upward. 
Small ectopisd also occur. Thus I saw a case in which, between the um- 
bilicus and the closed symphysis, there was a round tumor, four to five 
oentimetres in diameter, into which the ureters emptied. 

Both in fistula of the urachus and in fissure of the bladder the symp- 
toms consist in the inconvenience caused by the vulnerable tumor, and 
in the involuntary constant escape of urine. The prognosis is unfavor- 
able, as operative treatment generally fails. As the entire malformation 
IB traceable to the absence of the urethra, and as the sphincter is lacking 
in artificial urethra, complete '^ cure '' will be impossible in many cases. 
In the first place, we shall seek to replace the prominent displaced blad- 
der, then to separate large flaps of skin, and to unite them over the de- 
fect Whether it is possible to form a urethra from the vagina, and to 
close it temporarily by a clamp or an instrument resembling a pessary, 
would have to be decided by a concrete case. But even without urethra 
much would be gained by covering the bladder with epidermis; in the 
first place, the vulnerable vesical mucosa is protected; secondly, the pro- 
lapse of the bladder cannot increase; thirdly, the dilatability of the 
bladder gradually becomes greater; and finally, if but a small opening 
remains, a urine i*eceptacle or a temporary closure by an instrument is 
more easily applied. 

The prognosis is best in fistulsB of the urachus. If a urethra is pres- 
enty which is not rare in these cases, the operative closure of the upper 
opening causes no great difficulty, as has been demonstrated by experi- 
ence. 

In very rare cases of absence of the urethra, fissure of the bladder 
does not occur, but the bladder ruptures into the vagina. In the ab- 
sence of the urethra, there were found more or less extensive vesico- 
vaginal fistul® from which the urine dribbled away spontaneously. 

Outside of the ectopisd, eversions or inversions of the bladder con- 
connected with fissure, inversions of the completely developed bladder 
aire rare. There has also been some dispute as to whether, in inversion 
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of the bladder^ the mncosa alone is inverted, or whether all the coats of 
the bladder are affected in the same way. If we separate from the in- 
version the detachment of the macous membrane in conseqaence of ne- 
crosis and the prolapse of the urethral mucosa, but few cases remain. 
Such a prolapse of the entire inverted bladder through the urethra^ con- 
joined with prolapsus of the uterus, with otherwise intact pelvic organs, 
is preserved in the collection of the Pathological Institute, at Halle. 

B. Inflammations of the Bladdbb. 

The affections of the female bladder exhibit many differences from 
those of the same organ in the male. The absence of the prostate, the 
hypertrophy of which has so many grave consequences, protects the 
female bladder against a whole series of pathological processes. On the 
other hand, the frequency of neighboring inflammations — peritonitis, 
parametritis, and metritis — offers manifold dangers. The shortness of 
the urethra, too, permits an inflammation to advance inward from with- 
out more rapidly than in the male; while, again, the numerous dangers 
of chronic urethritis — stricture, etc. — do not exist at all in women. The 
accumulation of concretions in the bladder of the female is far less harm- 
ful than in that of the male, because removal is more easily effected, 
either by the urethra or by an artificial vaginal fistula. 

Etiology. 

According to what has been stated, the etiological factors of oysidtis 
must differ from those of the male. In the first place, inflammation in 
consequence of the introduction of foreign bodies into the bladder is 
more common in the female. Intrauterine pessaries have been passed 
into the bladder by mistake. Furthermore, cystitis arises from penetra- 
tion of the contents of neighboring abscesses. Cases have been described 
as cystic pregnancy in which the foetus or parts of it have penetrated 
into the bladder from an adjoining suppurating sac inclosing an extra- 
uterine pregnancy. Also hair and teeth derived from a dermoid cyst have 
been removed from the bladder. 

All these foreign bodies irritate the vesictd mucosa as much as it is 
done by fissure, inversion, and prolapse or by extensive fistulae. Even 
pus, although not decomposed, may place the mucous membrane in a 
catarrhal condition. I have observed some cases in which pus from a 
perinephritic abscess had got into the pelvis of the kidney, or where a 
perimetritic accumulation of pus had perforated into the bladder. In 
these there was, as long as the flow of pus continued, tenesmus of the 
bladder and other symptoms of cystitis. 

Pregnancy also predisposes to vesical catarrh, but it is not to be as- 
cribed to the increased disposition to catch cold which the older writers 
have particularly blamed. It is rather the mechanical conditions which 
are of etiological importance. Should the head of the child press strongly 
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Upon the bladder and should the latter be hyperaemic like all the pelvia 
organs y a lesion of the mucous membrane by the pressure could readily 
be understood. Or else the hyperaemia of the vagina and an inflamma- 
tion existing in it may travel along the urethral mucosa into the bladder. 
In the same way cystitis develops from acute gonorrhoea of the vagina.. 
Inflammation of the urethra is a characteristic complication of gonorrhoeal 
colpitis. This urethritis is sometimes succeeded by vesical catarrh. In 
general such cases are not frequent. The cystitis consequent on the in- 
troduction of bacteria has also travelled from without inward. Here we 
haTe mostly to deal with the transportation of noxious matters from with- 
out by means of the catheter. Such cases usually affect parturients. 
Stagnation of urine, according to the differences between man and woman. 
above explained, is rarely the sole etiological factor of cystitis. Yet very 
grave inflammations of the bladder arise from the transportation of bac- 
teria into a bladder from which the urine cannot escape spontaneously^ 
for instance, in retention of urine in consequence of incarcerated retro- 
flexed uterus. 

Anatomif. 

In acute vesical catarrh, where the mucous membrane alone is affected;. 
the mucosa is bright-red, but soon becomes normal again. If the catarifar 
persists for a longer period and becomes chronic, the mucosa thickens, 
corrugates, and even acquires polypous prolongations. The vessels show 
Tivid injection, are dilated, and easily bleed when touched. This form 
can be readily inspected in inversion of the bladder through extensive 
fistulas or in vesical fissure with ectopia. The mucous membrano sheds 
its epithelia in large quantities; the vessels allow many leucocytes to pass 
through their walls. At the beginning in the acute stage, a number of 
red blood-corpuscles are also found in the urine. Bacteria are always 
found, though sometimes in small numbers. In the commencement the 
urine appears brownish-red, contains blood-corpuscles, but later it deposits 
a more or less thick, whitish opaque layer of mucus and pus mixed with 
bladder epithelium. Even after the complete cessation of all other symp* 
tomsy some pus continues to be present in the urine for a very long time. 
Such a chronic catarrh may exist very long without the implication of 
the musculature of the bladder. During post-mortem examinations, the 
mucosa is often found greatly injected in patches and even interspersed 
with some small hemorrhagic spots, so that the assumption of a partial' 
afiEection of the mucous surface appears justified. Especially near the 
internal urethral orifice^a partial inflammation frequently exists. 

After the invasion of bacteria the affection is intense. Certainly the 
bacteria act not only by causing the urine to decompose, to become 
alkaline, and to put the mucous membrane in a state of irritation. 
They seem to penetrate also directly into the mucosa, and in sevei-e cases 
to bring the tissues to a state of necrosis by their immigration. Althougln 
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in the initial stage the total affection is the more frequent, it soon re- 
gresses and a circumscribed abscess remains behind. The abscesses are 
most frequent in the neighborhood of the trigone of Lieutand; perhaps 
the mucous membrane is here less capable of resistance, owing to the 
absence of the Submucous layer. The abscesses and their necrotic shreds 
lie in the bladder as foreign bodies, and become incrusted with urinarj 
salts. Soon the musculature participates in the infiltration or inflamma- 
tion; it thickens, becomes hypertrophic and hence paralyzed; the inflam- 
mation, therefore, becomes parenchymatous, is no longer a catarrh of the 
vesical mucosa, but a cystitis. Even if the abscesses are healed, by treat- 
ment or spontaneously, the hypertrophy of the vesical walls may persist 
for years. It frequently happens that the mucous membrane in these 
•oases remains in a chronic catarrhal condition. Then after many weeks 
the thickened bladder may be felt like a recently delivered uterus, and at 
the same time the mucosa remains rough, thick, and liable to bleed. 

However, should the condition not change into this at least partial 
Tecovery, the process will extend deeper and deeper, the peritoneum be 
exposed and become inflamed. Even then the infectious vesical contents 
may be kept from the peritoneal cavity by thickening of the peritoneum. 
In quite severe acute cases, however, the peritoneum is likewise pene- 
trated; usually not rapidly by pressure from within the bladder, but by 
gradually progressive gangrene of the vesical walls. Then the urine 
escapes into the peritoneal cavity and a peritonitis brings about the fatal 
issue. 

Still, in grave cases of mycotic cystitis, there occur not only partial 
softening and degeneration of the mucous membrane, but even total de- 
tachment of the entire mucosa. These cases have been called diphtheria 
of the bladder. The mucous membrane, rapidly necrosed through the 
invasion of bacteria, becomes detached from the underlying tissue, so that 
a second cyst lies in the bladder — the free mucosa. It has happened 
that this entire gangrenous mucous membrane is passed outward through 
tae urethra and that new epithelium has formed on the denuded muscu- 
laris. 

Often, however, the affection is so grave that death not rarely termi- 
nates its course. 

8ympt(mi8. 

The symptoms of vesical catarrh consist in sensations of pressure 
and pain in the region of the bladder, frequently troublesome tenesmus, 
burning and pain during urination. In simple catarrh there is no fever, 
the urine appears turbid, at first brownish owing to the admixture of 
blood, later more opaque from the presence of mucus. In the test-glass 
or other vessel the masses of pus and mucus are deposited at the bottom. 
The quantity of sediment ranges up to one-half of the entire quantity of 
Tirine. 
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Soon the maoous membrane again becomes normal and all symptoms^ 
disappear. Still the afEeetion lasts from ten to fourteen days. I observed 
the clinical picture of a simple acate catarrh of the vesic^ftl mucosa in a 
few 08088 in which an over-strong disinfectant had accidentally gotten 
into the bladder. I intended to give vaginal injections with a thin 
uterine catheter after perineoplasty. The catheter got into the urethra 
and bladder because I had passed it close to the symphysis in order to 
spare tiie posterior vaginal walls. Thus a two-per-cent carbolic solution 
flowed into the healthy bladder. Soon after^ tenesmus of the bladder 
and hiamaturia occurred; the urine continued to show a great many 
lenoocytes for four or five days. The subjective symptoms disappeared 
graduBlly. After ten days recovery was complete. 

In chronic catarrh, the variability of the quantity of pus is note- 
worthy. Although differences in the quantity of pus are self-evident^ 
aooording to the ingestion of fluid and the frequency of emptying the 
Uadder, numerous recrudescences seem to occur on the other hand. 
This is particularly the case after highly spiced dishes, and more than 
an, aft«r piyrtaking of alcoholic drinksw With these recrudescences, the 
pains and inconveniences also increase. Not a few patients suffer thus 
for years with the chronic catarrh. But some pus is always found in 
the nrine, even at the better periods. 

In mycotic inflammation of the bladder, in cystitis, the symptoms as 
regards the general condition are much more violent; but, as is often 
the case in infectious inflammations, the local phenomena are more in 
the background. Thus, in diphtheria of the bladder, tenesmus is at 
times absent, while paresis and paralysis of the bladder occur. The lat- 
ter depend upon serous inflltration of the detrusor urin®. 

On the other hand, in grave cases, the subjective symptoms may bo 
very violent at the start. Of still greater importance is the qualiiy of 
the urine, which is of brownish-red color, mixed with shreds, small coa- 
gola, and blood-dots, and of so cadaveric an odor as to impregnate 
the whole room. In it we find, besides red and white blood-corpnsdes^ 
an immense number of bacteria> single and in colonies. Should larger 
portions of membrane be detached, they get into the urethra at times,, 
and then a colicky tenesmus may expel the shreds, or the physicifm di- 
agnoses the cause of the tenesmus and removes the pieces by traction. 
The internal orifice of the urethra may also be blocked by the shreds, so 
that the full bladder is emptied with difficulty even by the catheter,. 
ttth^ because the point of the catheter does not penetrate into the 
urine, but between muscularis and detached mucous membrane, or 
because the fenestra of the catheter is plugged by fragments of the mu- 
cosa. 

Very grave typhoid symptoms arise whenever the parenchymatous 
inflammation attacks the entire substratum of the bladder. High fever, 
incipient ursBmia, peritonitic pains, septic symptoms at once indicate the 
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graTity of the case* TJsaally we shall find a neglected^ misinterpreted 
retroflexion of the gravid uterus or a very severe^ uncatheterized puerpe- 
ral inflammation of the bladder. 

Should a portion of the vesical tissue undergo gangrenous degenera- 
tion with coexisting ischuria, the urine infiltrates between the layers of 
the vesical walls and separates them from one another; the urinary infil- 
tration leads to decomposition, the infectious urine penetrates into the 
peritoneal cavity with fatal results. We must denominate these cases a 
malacia of the bladder, a degeneration rather than a *' rupture.'* 

In many cases, the parenchymatous cystitis improves. Then a chronic 
cystitis remains behind, i. 0., a chronic inflammation of all the substrata 
of the vesical walls. An ordinary catarrh, too, though rarely, may cause 
a chronic parenchymatous cystitis through deep extension of the inflam- 
mation. The characteristic symptom is hypertrophy and paresis of the 
vesical walls. Thereby the general condition always suffers. Many cases 
run their course with continual pain and tenesmus, in others again the 
chief difficulty is the inability to retain larger quantities of urine or 
the involuntary escape. Invariably, however, the patient's general con- 
dition suffers so sensibly that relief is urgently indicated. 

Diagnosis and Prognosis. 

The diagnosis of vesical catarrh is formed from the subjective and 
objective symptoms. The tenesmus indicates the appearance of acute 
catarrh. In old cases, the history and the examination of the urine 
must suffice for a diagnosis. In retroflexion of the gravid uterus, the 
cystitis is the most dangerous complication. The symptoms of incar- 
ceration and the incipient peritonitis come pre-eminently into the fore- 
ground. Should a fatal result ensue, besides the diagnosticated perito- 
nitis its cause will be found — ^partial gangrene and perforation of the 
bladder. 

In chronic parenchymatous cystitis, the general condition is so poor 
that the suspicion of a malignant new-formation arises. Then exami- 
nation must be made both from the bladder alone and combined with 
that of the abdominal coverings. An endoscope has also been devised, 
by means of which the mucous membrane may be viewed directly, but 
here the touch is of greater importance than the sight. In general, the 
diagnosis of chronic catarrh will be clear from the history. 

The prognosis in the catarrhal inflammation is good; but in the 
graver cases of mycotic cystitis the prognosis depends on the time when 
the correct treatment is instituted. 

Treatment. 

In the non-febrile acute catarrhs of the mucosa, we confine ourselves 
to internal remedies. The formerly largely prescribed balsams mostly 
have but the one effect of disarranging the stomach. But the free use 
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of milk is to be recommended. If the milk is not well borne^ we add 
lime-water (25 gm. to 500 gm. of milk). If the milk causes diarrhoea, 
we give opium in small doses. A very good effect is produced by solu- 
tion of potassium chlorate (5 : 100) or of sodium salicylate in the same 
proportion. For the tenesmus it is best to give morphine (0.05 : 10.0 
of water) p. r. n., five to twenty drops every one or two hours. Bella- 
donna may be ad vantageously added to the morphine solution. It is use- 
less to inject the morphine solution into the bladder; in the first place, 
the morphine acts any way through the nerve-centre; and second, the 
bladder has very slight or no power of absorption. If fche tenesmus is 
great, the patient should be put to bed, and the abdomen covered with 
hot cloths or Priessnitz's applications. After the symptoais of the 
acute catarrh are past, it is advisable to order a restricted diet for some 
period of time, especially abstention from alcoholics, and a course of 
Wildangen or Vichy water. 

The urine must be frequently examined subsequently, to test the 
quantity of pus. 

This simple treatment will not suffice in the grave, febrile, mycotic, 
or infectious cystitis. Here it is absolutely necessary to promptly insti- 
tute local treatment. If this be done, we obtain excellent results even 
in this form. In the first place, we must provide for the evacuation of 
urine, especially in paresis of the bladder, or where there is great pain 
during urination. To this end I insert into the urethra a rubber tube 
fifteen centimetres in length and six to seven centimetres in diameter. 
The rubber tube is merely to keep the urethra patent, and is, therefore, 
not at all to be placed into the bladder. As soon as urine escapes dur- 
ing the rotatory insertion of the tube, it is left at that spot. Then, in 
febrile cases, the bladder is irrigated every two hours. Strong disinfec- 
tants are contramdicated on account of the Tulnerability of the bladder. 
Carbolic acid should be used only in one-per-cent solution, salicylic acid 
in 0.3 per cent solution. The irrigation should be at blood heat. The 
point of the end-piece of an irrigator is inserted into the rubber tube 
lying in the urethra, and the injection is continued until the patient 
feels the need of passing water, when the mass is allowed to escape. 
This procedure is repeated two or three times to make sure that the en- 
tire vesical mucous membrane has come in contact with the disinfectant 
If the double-current catheter be used for the irrigation, we are not so 
sure that the disinfecting fiuid has reached every part. Moreover, the 
fenestrsB of the catheter easily tear small fissures in the urethral mucosa. 
I have even observed such fissures after catheterization with an elastic 
catheter. They render the act of catheterization so painful that it is 
quite impossible to subject the patient to this torture every two hours. 
The fissures are also slow to heal. All this is avoided by choosing my 
simple method. Should the rubber tube drop out, we select a thicker 
one. About every two or three days the tube must be removed and 
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cleansed. Aside from that, the fever is carefully watched, so as to gain 
indications for the general condition. In the acnte cases, too, besides 
a very bland diet, Wildungen water is exhibited. To every glass con- 
taining about three hundred grammes, we add 0.5 gm. of sodium sali- 
cylate and 0.005 gm. of morphine, and order daily at least three or four 
glasses. If there be no tenesmus, the morphine may be omitted. 

As soon as the fever decreases, the vesical irrigations may also be 
given at longer intervals, perhaps four times in the twenty-four hours. 
If the urine is no longer offensive, and deposits but little pus, the blad- 
der had better be left alone, and the plan of milk diet with Wildungen 
water commenced. Injections of astringents, according to my experi- 
ence, do not materially hasten the recovery. 

In the subacute, destructive cystitis in which membranes and shreds 
are cast off, we endeavor to remove these membnmes. Hence it is first 
necessary to diagnosticate their presence. The Hrine is to be carefully 
examined; should it contain many small, especially iocrusted particles of 
tissue; should the case not improve definitely; should the sanious quality 
of the nrine always return, be mixed with blood, and the fever remain 
high, dilatation of the urethra, according to Simon, is justified. Only 
Nos. 1, 2, fmd 3 of the dilators are introduced, the bladder is well-filled, 
and during the escape watch is kept to see if a portion of the membranes 
gets into the speculum. Not rarely the membranes are pressed into the 
urethra; often during violent tenesmus they project from the external 
orifice, so that they may be touched directly, and removed* 

Then we must likewise irrigate. Should pain or increased tenesmus 
occur with the above-mentioned disinfectants, a simple solution of com- 
mon salt should be used, with which I have had good results in some 
grave cases. 

In cases of long standing, it is often not so much the catarrh and the 
parenchymatous inflammation, but rather their sequelas, the paresis and 
the diminished capacity of the bladder, which call for treatment. The 
paresis is best treated with electricity. A rod terminating above in a brass 
knob should be fastened in an elastic catheter. The bladder is first filled 
with fiuid, then the pole is inserted into the bladder, the other pole is 
placed on the external skin, and the current dosed. The effect of even a 
weak induced current is often quite surprising; continence sometimes 
returns after a single sitting. If this should not occur, the treatment is 
continued. In hypertrophy of the walls, slight dilatability of the blad- 
der, continual dribbling of urine, and tenesmus, I have likewise employed 
the above-described treatment, that is to say, the bladder was stretched 
by injections of lukewarm water. As soon as the desire to pass water 
becomes nrgent, the injection is interrupted, and the quantity of fluid 
noted which it was possible to inject into the bladder. Such expansions 
of the bladder are repeated once or twice daily, and usually it is soon 
found that the bladder gains the power of retaining larger quantities. 
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Of course^ this treatment demands patience on the part of the physician 
as well as of the patient. 

Cases of paresis occur also in acute catarrhs, i, e., in very intense 
disease of the mucons membrane with infiltration of the detrusor. In 
these, the paresis disappears by the mere continued disinfection and im- 
proTement of the affection of the mucosa. 

I have seen but little effect from the employment of astringents. 
Salicylic acid, solutions of common salt, as well as mechanical dilatation, 
seem to me to be more effective. 

0. New-Fobmations op the Bladder. 

The most frequent neoplasm of the bladder is the villous tumor, 
erroneously termed villous carcinoma. This new-formation is usually 
sittiated in the trigone of Lieutaud, and always in the lower part of the 
bladder. The villous tumor has a papillomatous structure; the single 
vascular papilte are covered with cylindrical epithelium. This epithe- 
lium either covers only the single papillae in the presence of real villi, or 
else it merely fills all the depressions, the apparently not fissured, soft 
mass convejring the impression of a solid tumor. The abundance of ves- 
sels proves that the tumor bleeds readily. The symptoms of such a 
neoplasm consist, first, in the interference with urination. The villi 
floating in the urine may sink in front of the urethral orifice, thus sud- 
denly interrupting the stream. Second, frequent hemorrhages occur. 
Even the contraction of the bladder, but especially catheterization 
daring the just described difficulty in urination, provoke hemorrhages. 
These may cause great anaemia, rendering the individual cachectic as in a 
large carcinoma. At first, the urine, even when not mixed with blood, 
is turbid, and the microscope may demonstrate numerous pus-corpuscles 
and cylindrical epithelium detached from the surface of the tumor. 

Until recently, these tumors were looked upon as incurable by opera- 
tion. But especially the circumstance that villous tumors are benign, in 
a clinical sense, makes the search for an operative procedure appear 
justified. Simon dilated the urethra, thus making a diagnosis, and 
opening a road to the tumor. Simon employed his urethral specula 
for that purpose. They are diminutive Mayer's specula provided with 
obturators. The thinnest instrument is first inserted, and gradually 
followed by the thicker ones. My dilators (Fig. 18, p. 41) can also be 
advantageously used for this purpose. If the external urethral orifice 
becomes too tense, it is incised. I consider it better to fix it with a 
sharp tenaculum, hooked backward from the urethra. After the largest 
number has been passed, the finger is insinuated. This always causes 
some hemorrhage. If the tumor can now be felt, it is carefully palpated, 
and its form fixed in the mind, to enable us to guide ourselves after 
partial destruction. Then the bladder is filled with 0.3-per-cent sail- 
cjlio acid solution, through a thin catheter, and the tumor boldly 
8 
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wanted off with Simon's spoong. The middle finger of the hand^ the 
index of which is inside the bladder, controls the scraping moTements of 
the spoon from the vagina. Simon has also deyised two other tong- 
flhaped instruments (Figs. 55 and 56) with which larger particles may be 
grasped, torn off, and remoyed. 

After the operation, to be performed under chloroform, the bladder 
is again washed out with salicylic-acid solution, and morphine gi^ea, if 
neoeasary, to diminish the yesical tenesmus. During the following 
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Ftos. 66 and 66.— SImon*8 forceps for operattng on the female bladder. 

days, catheterization is done with a very large catheter so as to gradnaDy 
remove the remaining ooagula and shreds. 

Villous tumors being nearly always situated at the trigonum, One 
deeoribed method of operation is the most convenient However, the 
inner surface of the bladder may also be made accessible by opening the 
organ* In order to invert the bladder completely downward, Simon 
fiost makes a transverse incision above in front of the anterior 1^) of the 
OS uteri, followed by a central longitudinal cut extending downward. 
After that it is possible to invert the bladder completely, and to 
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inspect its inner surface. SeTeral extirpations of tumors of the bladder 
bftTe been performed in this manner. Should an operation no longer be 
j>068ible, the treatment is symptomatic. 

In the villous tumor, a earcUioma may arise secondarily. A primary 
difiise cancer of the bladder, followed by general carcinomatous infiltra- 
tion of the entire walls of the bladder, has also been observed. More- 
over, secondary vesical carcinomata very frequently occur in consequence 
of regionary metastasis from the uterus. In this way, carcinomatous 
degenoiition ensues, and fistulous communications form through the 
disintegrating tumor* Superficial, epithelial carcinomata of the mucosa 
of the bladder are still doubtful. Sarcoma, fibroma, and myoma in the 
nuscularis of the bladder have been very rarely observed. In one case, 
I found a teleangiectatic tumor in the bladder. The growth made the 
impression of a villous tumor, but consisted only of vessels devoid of 
eylindrical epithelium. 

Tuberculosis of the mucous membrane of the bladder seems to be a 
Tather frequent local manifestation of general tuberculosis or of tubercu- 
losis of the genitals. Tuberculosis has been observed both in the form 
•of small tuberculous ulcers and in that of a tubercular infiltration of the 
mnooea. 

D. Lesioists of the Bladder. Fistuljb. 

Injuries of the vagina, the vesico- vaginal fistula, are almost exclu- 
sively due to parturition. 

When the head of the child presses a part of the vagina or of the 
cervix uteri against the pelvic wall until this part ceases to be nourished, 
it subsequently separates spontaneously by gangrene. Should the gan- 
grenous part be situated in the vesico-vaginal septum, a loss of substance 
occurs there, a fistulous communication between vagina and bladder, a 
vesico-vaginal fistula. The subsequent cicatricial contraction and the 
variable extent of the primarily gangrenous tissue will determine the 
size. The defect may range between one and five or six centimetres in 
diameter. 

Besides, under certain circumstances the vesico-vaginal septum is 
completely bruised during operations. This is of rarer occurrence, for 
strong pressure, if of short duration, is much better borne than long-con- 
tinued lighter pressure. It may justly be asserted that more fistul® are 
due to operations having been omitted or too long deferred than to pre- 
mature operations. In the present, more active direction of operative 
obstetrics which, at last, has demonstrated the nugatory character of 
theoretical temporizing, fistula will be of rarer occurrence. 

Fistulas also often arise from direct penetration of the bladder, for 
instance, by a splinter of bone projecting through a perforated head, or a 
faultily inserted snarp or blunt hook. I have operated on a peculiar case 
in which the forceps were applied in a roomy pelvis. No urine had been 
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evficuated for twenty-four hours. Immediately after the rather difficult 
forceps operation, a large quantity of urine was said to have gushed from 
the vagina. Nothing further could be learned. 

A fistula may also arise from an accidental trauma, as, for instanoe, 
from falling on a pointed object which penetrates into the vagina. More- 
over, a number of fistulse have come under observation which have been 
due to a Zwanck pessary. The latter rotates, and may perforate the 
bladder or the recto-vaginal septum. 

Cases in which a uterine carcinoma has led to a communication 
between bladder and vagina will not be considered here, as they are in- 
curable. 

According to the position of the fistulsB, different kinds have been 
distinguished. An ordinary vesico-vaginal fistula perforates the vesico- 
vaginal septum between the uterus and the region of the upper urethral 
orifice. If the upper margin of the fistula consists of the vaginal por- 
tion, it is called a superficial vesico-utero-vaginal fistula. If the fistula 
extends higher up, that is, if a part of the vaginal portion is absent, we 
speak of a deep vesico-utero-vaginal fistula. If the communication is 
between tho cervical cavity and the bladder, it is a vesico-cervical fistuUu 
In the urethro vaginal fistula^ a passage leads from the urethra into the 
vagina. Even one of the ureters majr open into the vagina: uretero- 
vaginal fistula. The latter fistul® occur only where there is predisposi- 
tion. For if the ureter be drawn close to the uterus by a parametritic 
inflammation, a violent lateral cervical laceration may completely sever 
the ureter. The lower end contracts downward and heals into the cica- 
trix, the upper end is drawn upward, but in consequence of the passage 
of the urinary secretion a point in the cicatrix remains open — ^a fistula 
is present. 

These forms may complicate, two or three fistul® occurring together. 
Then there have usually been extensive destructions, and the united 
shreds form bridges across the original large defect. 

Besides the existing fistula, a number of cicatrices are often seen in 
the vagina, proving that other lesions were likewise present In partial 
separations from the vagina, or in severe lacerations and gangrene of the 
vulva, cicatrices may contract the vulva so that the fistula cannot be ren- 
dered visible at first. Stenoses may also be present higher up, so that 
eventually, after curing a fistula, the persistence of the symptoms may 
demonstrate the existence of a second fistula above the stenosis. Or there 
may be complete atresia in the vaginal vault above the fistula. The 
uterus cannot be felt from the vagina. The loss of substance at times is 
so great that but little remains of the vagina, and the lower part of the 
uterus is also absent. The latter, under certain circumstances, cannot 
be found at all, being either imbedded in cicatricial remnants of exuda- 
tion, or complete examination being impossible on account of the inao* 
cessibUity of the vagina. 
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Very small fistulse are the uretero-yaginal fistulse^ situated laterally in 
the laquear of the vagina^ and quite smalls barely visible urethro-vaginal 
fistulse occur. Very small fistulsB are often invisibly situated, deeply 
between, behind, or above folds or cicatrices of the vagina. Larger 
fistulse are usually in the median line. If they are very large, the upper 
vesical wall finds no support on the rudiment of the vesico-vaginal sep- 
tum, and prolapses into and through the opening, or even through the 
vulva; then the vesical mucosa is often greatly infiamed, vivid-red, or 
proliferated. The vesical mucous membrane may also adhere to the 
vagina, requiring separation previous to reposition. The anterior vesical 
wall may also be minus % portion. In almost total absence of the vesico- 
vaginal septum, we see in front the periosteum of the symphysis. Nearly 
always the openings are round with thin margins; but there may be cal- 
lous, cicatricial margins, and oval, square, or irregular fistulsB. In all 
vesico-vaginal fistulae which completely evacuate the urine, the upper 
part of the urethra gradually contracts. Not infrequently it may proceed 
to complete atresia situated exactly at the upper extremity. This atresia 
is only apparent; it may be overcome with the catheter by using some 
force. 

Should, however, in more extensive lesions, portions of the urethra 
be lost, the lower remnant may terminate above in a cul-de-sac. It may 
even be distorted by a firm cicatrix, or be adherent to the bone. In 
these cases there is only a short inferior portion of the urethra left. 
Complete loss of the urethra may likewise occur. This proably is only 
the consequence of obstetric instrumental injury. 

The symptoms consist in involuntary escape of urine. In extensive 
injuries, this occurs immediately; in gangreno due to pressure, after 
aeparation of the gangrenous part. At times, a large quantity of urine 
is retained in the vagina if the patient strictly maintains the dorsal decu- 
bitus, and if the vulva is swollen. In the lateral position, or if the thigh 
is raised, the urine gushes forth. 

In urethro-vaginal fistulse, the whole of the urine may pass through 
the fistula. In small fistulse, the patient passes the urine into the vessel, 
while, at the same time, a portion fiows down the legs. 

In uretero-vaginal fistula, the urine from one kidney escapes spon- 
taneously, that from the other is emptied from the intact bladder. 

If the absolutely necessary cleanliness be neglected, vulvitis and vagi- 
nitis occur. Especially in the rima pudendi and around the anus exco- 
riations form, and small, often condylomatous ulcers. 

The involuntary escape of urine, the perpetual urinous odor of the 
atmosphere, the uncomfortable permanent moisture of the genitals and 
thighs, the impossibility of assuming any duties or having any enjoy- 
ments, torments the patients to such an extent that they deteriorate 
physically, and, if not relieved, lead a miserable life. 
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Diagnosis. 

The diagnosis is nsaallj dear even before examination. Escape of 
urine from weakness or paralysis is very rare, and occurs only after long' 
standing yesical catarrh, with thickening of the walls and diminution of 
the lumen of the bladder. 

During examination, large fistulas are readily felt and brought to* 
view by a Sims speculum. Smaller, at first inappreciable fistalad are dis- 
coTered by pressing on the vesico-raginal septum with a catheter. Or else 
fluid is injected into the bladder, and through the speculum its reappear- 
ance in the vagina is observed. For this purpose weak salicylic solution 
and the irrigator are best. It is necessary to color the fluid. Urethral 
fistulad may also be recognized by sounding, and by obserying the portion, 
in question duriug urination. 

Suspecting a small fistula at the vaginal vault to be a ureteral fistula,, 
it is cwrefully probed with a very thin sound. The direction of the canal 
shows its nature. The bladder may also be well filled by means of tho 
irrigator, thereby proving the non-communication of the fistula with the 
bladder. 

Often the diagnosis of the nature of the fistula is very difficulty be- 
cause at first it is impossible to employ specula on account of the stenosing 
cicatrices. Then a preliminary treatment is necessary with a yiew to 
make the vagina dilatable. During the diagnosis it is also important ta 
test the patency of the urethra. 

Prognosis. 

Should the urethra be at least partiy preserved, oure can be always 
effected in some manner. Despite cicatrices and other difficulties, 
despite lack of substance for the formation of a vesioo- vaginal septum, 
cure is possible. If the fistula has once been cured, it does not reopen 
spontaneously. As the anterior vaginal wall, during labor, is rather 
compressed than stretched, closed fistul® do not reopen even then. But 
if the defect is very great; if, as in one of my cases for instance, we are 
forced to stitch the vaginal portion one centimetre above the external 
urethral orifice, complete cure does not ensue. Still the patients are 
able to retain the urine at least one or two hours. With this result the 
patients are also contented. 

The transverse obliteration renders the prognosis worse, inasmuch aa 
coition, conception, and childbirth are thenceforth impossible. How- 
ever, it may confidently be hoped that, with the great progress in the 
technique of the operation, the transverse obliteration will become one 
of the rarest methods. The prognosis of the fistula operation per se haa 
nothing to do with the facts that peritonitis will occur from injury to 
the peritoneum, sepsis and pyaemia from infection of the wound, and 
hydronephrosis from ligation of a ureter. 
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Treatment. 

A fistula recently discovered in the paerperium^ if not too large^ in 
many cases closes spontaneously under appropriate treatment. Any 
offensire lochia must be removed by freqaent irrigations. Then the 
margins of the fistula, if they granulate badly, are to be rendered more 
prone to heal by being painted with carbolic-acid solution (1:25). Be- 
sides, the bladdsr is drained, i. e., not as formerly by a catheter perma- 
nenily inserted, but by a rubber tube ten to fifteen centimetres long and 
six to seven millimetres thick. It is introduced only to the level of the 
upper end of the urethra. The lower end of the tube is suspended in 
some urinary receptacle. The rubber tube is to be removed at least 
every two days, and cleansed from adhering crystals. By means of the 
same rubber tube, the bladder is irrigated in vesical catarrh. If the 
tube drops out continually, a thicker one must be substituted. In recent 
casee and small flstubd, the hope to effect a cure in this manner is by 
no means slight. Of course, an opening the size of a dollar, with mar- 
gins four centimetres apart, cannot close. 

I would most earnestly warn, in both recent and old cases, against the 
tamponade which, though false both theoretically and practically, is still 
recommended. In tJ^ first place, in stretching the vagina by a tampon, 
with increase of its Iwmen, of course the fistula must be made wider, i. e.. 
Us margins are separated. Besides, the tampon irritates, even if disin- 
fected. The secretions cannot escape and a vesical catarrh often ai*ises 
rapidly. The nicely granulating wound becomes coated, even fever en- 
gU€B, and there is no possibility of closure of the fistula. 

If the fistula is old, t. s., completely healed over, the bloody fistula 
operation must be undertaken. To be sure, even nowadays cauterization 
of small fistulsa is recommended, but incorrectly. In consequence of 
such recommendations, ignorant physicians feel justified in rendering 
the margins of fistulse, by cauterizations, most unsuitable for future 
freshening. The only possible result is that secondary healing may occur. 
But where in modem surgery is secondary healing recommended as the 
suitable or intended method in plastic operations? I should urgently 
advise to operate on principle only by the bloody method and to abandon 
eamterizations even in quite smallJistulcB. 

Owing to the vascular condition of the vesico-vaginal septum, it is to 
be assumed, a priori, that a wound here will heal readily. Apart from 
experience which has recorded frequent failures, theoreticaUy the heal- 
ing of the freshened portions is very probable. The sutured wound is 
in a sheltered place, urine does not injure a wound, traction does not 
occur, for the other dilatable portions of the vagina may project into the 
abdomen and hold a good deal of urine. Hence the properly freshened 
and well united wound surfaces must heal easily. 

But the diflSculty lies just in the *^ proper " freshening and " well ** 
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Fto. 67.— Front view of leg-braces for ano^orsal posi- 
tton. Between them the speculum-holder. 



uniting! The locality is inconvenient. All the later effective methods, 
therefore, have sought above all things to render the fistula so accessible 
that the operator may clearly take in all the relations and perform all 
manipulations, although with difficulty, yet with certainty. 

In a strange misapprehension of the facts, often the greatest stress 

has been laid on the minor 
requirements — material and 
method of the suture, etc 
All this 18 unimportant as 
long as the freshening and 
approximation are done se- 
cundum artem. 

Only since a method has 
been devised which permits 
the performance of fistula 
operations as safely and as 
completely as, for instance, 
that for harelip, certainty 
in results has been secured. 

The preparations de- 
scribed on page 44 having 
been made, the patient is 
fastened in my Icg-braoes 
(Figs. 57 and 58) on a 
table opposite the window. 
With the leg-braces (p. 88, 
Fig. 52), of course, the ante- 
rior vaginal wall is placed so 
that the operator must rather 
look up from below. This 
is avoided by the ano-dorsal 
decubitus, in which the an- 
terior vaginal wall is placed 
just opposite the operator, 
pointing almost vertically. 
In order to render the com- 
plete ano-dorsal position pos- 
sible also in my leg-braces, I have devised two almost rectangularly curved 
rods extending backward. The thigh brace is applied under the thigh, that 
is, in legs bent backward, to the anterior side of the thigh which is thus 
secured. The leg is free and cannot hinder the fixation of the thigh. 
Fig. 57 represents a front view of this modification of the leg-braces spe- 
cially adapted for fistula operations, and Fig. 58 the leg-braces and peri- 
neal holder (or speculum holder) in side view. 




Fio. 68.~8ide view of one leg-brace for ano-doml 
position and the speculum-holder. 
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Whoever can command a BuflScient number of assistants, may, of 
course, as well have the legs held by them. 

The vagina is then opened. If obstacles are encountered in the shape 
of cicatrices, many slight shallow incisions are made wherever the cica- 
trices are tense. As soon as the vulva and vagina are wide enough to 
admit a speculuna, it is to be introduced. If some lacerations or even a 
lierineal rupture are caused thereby, it is of little consequence; the wound 
is likewise closed after the fistula operation. 

However, it may be necessary, with considerable cicatricial contrac- 
tions, to institute a sort of 
preliminary treatment. Boze- 
man justly has placed particular 
Talue upon it. Suppositories 
and dilators are introduced into 
the vagina, cicatrices incised 
and excised, until the fistula 
can be thoroughly exposed so 
that the operation can be read- 
ily executed. Not till then is 
the operation performed. 

In order to draw the peri- 
neum downward, I use a short 
speculum fastened to the table 
by means of the speculum hold- 
er (Figs. 57 and 58). It should 
be borne in mind that the 
vagina is to be stretched trans- 
versely. Witt long specula we 
directly oppose the object of 
shortening or transverse expan- 
sion. If the vulva and the lower 
part of the vagina are kept 
wide a})art, this transverse 
stretching alone already dim- 
inishes the longitudinal extent. 
Long specula are absolutely unnecessary. The upper part of the 
vulva is best kept apart with Bozeman's speculum. For years I have 
labored to construct clamps intended press the soft parts within 
and without against the descending ramus of the pubic arch and have 
failed, and I have always returned to Bozeman's speculum. But I apply 
it in the reversed position. In the adjoining drawing (Fig. 59) it will be 
seen how I "engage" the fistula. I have purposely had the engraving 
made from a photograph, lest anything incorrect be represented. Any 
one inspecting this illustration must be convinced that by such exposure 
of the whole anterior vaginal wall as far as the anterior lip of the os, here 




Fio. 60.— The Tesloo-yagiiial wall exposed in the 
speculum. 
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likewise Tisible, ererj fistala is readily accessible without assistance. 
Should the fistula extend for some distance to the side^ this portion 
must be rendered accessible with sharp tenacula (see p. 36, Figs. 13 and 
14). 

Haying completed this exposure, during which many a little knack 
can be put to use, the freshening is commenced. For this purpose we 
need a number of long knives both with points and knobs. Those repre- 
sented (Figs. 60, 61, and 62) have been devised by Simon. I hardly ever 
operate with angular, but with very sharp- 
pointed knives (Fig. 60). 

For the freshening, too, different methods 
have been distinguished, certainly inappropri- 
ately. TJie.fresliening must be adapted U the 
case. First the margins are approximated with 
two tenacula or pincettes. Thus we learn in 
which direction the fistula can be most readily 
closed; this is not by any means always from 
above down or from right to left, but often 
obliquely. It must not be forgotten that tiie 
speculum stretches the vagina from right to left, 
and that the relations are unnatural as long 
as the speculum lies in the vagina. For this 
reason we sometimes take a narrow speculum, 
or screw the Bozeman speculum closer together, 
in short, observe the fistula as closely as possible 
in a natural position. This examination had 
best be done previous to the operation, with 
Simon's speculum, in the lateral position. Then 
we easily see how the nuurgins of the fistula can 
be best approximated. Having thus determined 
which portions are to be joined, the freshening 
is done accordingly. Ectropia of the vesical 
mucosa are treated like the lumen of the fistula, 
i. e., their periphery is freshened. Ectropia of 
the vagina into the bladder, however, should be 
folded outward, or be utilized in the freshening. 
If the margins can be readily approximated^ 
a belt to the width of one centimetre around the orifice is freshened. 
But if the fistula is so large that it would require too much traction to 
join the margins at all, the freshening is to be more funnel-shiq)ed, 
preferably dispensing with a broad wound surface to avoid excessive 
traction. In a single fistula, one-half of the two corresponding wound 
margins may even be freshened broadly, the other flatly. If it be partic- 
ularly difficult to approximate the margins, I have freshened laterally 
beyond the fistula. The freshening then extends to the posterior vaginal 
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Fioe. 60, 61, 62. — Slmon*B 
knives for the operation on 
Tesico-vaginal flstulflB. 
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walL Eren an entire shortening ring may be stitched into the vagina. 
If then the sutares be tied Orst oyer the freshened surfaces away from 
the fistula^ the fistuloas margins can be easily approximated. Fig. 68 
represents these conditions. 

Little need be said about the method of freshening. Nobody will 
operate who has not seen similar operations. Certainly the yaginal sur- 
face must be completely removed^ as described under perineoplasfcy, p. 
89. The more profuse the hemorrhage the better the prognosis as re- 
gards the cure. During irrigation with water the unevennesses of the 
wound are best seen. It is levelled with knife and scissors and brought 
to a uniform depth. Often the freshening extends across a cicatrix. 
Whitish and bloodless it stretches close under the superficial skin, which 
is at once denuded by the pincette. These portions heal, only two cica- 
trices must not be brought 
together by suture. Injury 
to the vesical mucosa should 
be avoided if possible. For 
it is not impossible that the 
chanoes of healing are made 
worse by the incision and 
direct suturing of the mu- 
cous membrane of the blad- 
der. The mucous membrane 
does not always close around 
the ligature, no matter what 
material be used. Small 
passages always arise, widen- 
ed and irritated by the ui*i- 

nary incrustations on the thread, which, as it were, grow along upon it. 
The thread forms the nucleus of a small vesical calculus. In this way 
in the cicatrix, in the closed fistula, a small fistula arises in the track 
of the suture. Since I have repeatedly observed this, I prefer to in- 
troduce the needle close above the vesical mucosa. It is, besides, not 
improbable that vesical hemorrhage may be connected with the lesions of 
the mucous membrane of the bladder. 

The material for the ligature is of no consequence if the approximation 
is thorough. After having tried all the suturing material recommended, 
I have returned to silk. Stiff silken threads are tied with diflficulty, con- 
tain unreliable spots and tear easily, the only safe firm portion of a thread 
is often inconveniently short. Oatgut has no advantage over silk, but 
^tears more easily. Wire cannot well be tied, and in twisting it the oper- 
ator has not the power to prevent the loop from becoming too tight and 
excessively compressing the tissues. 

A needle-holder, to be appropriate for fistula operations, ^r«^, must 
hold the needle absolutely immovable lest it slip in passing; second, any 




Fio. 88.~The freshened surface in difflcult approxima- 
tion of the maiigins of the fistula. In order to relax and 
approximate the margins of the fistula, a is first stitched 
to b and a' to 6^ then c to d, c' to d', e to/, e' tof*. There- 
by the margins of the fistula are readily brought togetiner. 
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direction of the needle mast be possible; aod thirdy the needle most be 
readily freed. These advantages are combined in the needle-holder repre- 
sented in Fig. 64, which, besides, is self-closing on pressure. 

Daring the passing of the satare the following most 
be kept in mind: SafBcient tissue mast be included in 
the loop, otherwise the thread will cut through, and 
even in the most favorable case a small fistula arises in 
the closed fistula. Too many needles should not be 
passed, lest the included tissue be deprived of nourish- 
ment. Then we must reflect, before each needle is 
passed, how it is to lie, and thus avoid injuring too 
many capillaries by frequent reinsertions. The suture 
should never be drawn too tight, or else the entire in- 
cluded tissue will be deprived of nourishment. 

The suturing is to be done with two equal needles 
at the ends of the thread, the direction being always 
from the wound toward its margin (Fig, 65). At a or 
by the needle is inserted close to the vesical mucous 
membrane and its point carried around as deeply as 
possible, so as to make it emerge close to the margin of 
the wound at a'. 

Only after presumably enough needles have been 
passed, at a distance of one-half to three-fourths centi- 
metre, the tying is commenced. If then the Taginal 
investiture is not well joined, a number of fine sutures 
with No, silk can be inserted. But the approximation 
in the depth is of more importance than that at the 
surface. 

Should it be impossible to tie the knot with the fingers, the wire 
«narer may be used. Besides, sufficient dexterity is gradually acquired 

to tie a knot even in the narrowest 
and deepest places. 

The operation is not always so 
simple. Should the vesical mucous 
membrane be prolapsed, it must be 
held back during the operation with 
a stiff catheter. Should the wound 
65.— o 6, points of entay; a' 6', be vcry irregular, it may be impos- 

points of exit of the needle; c. Tesical mu- ^W^Iq to SeCUrC a straight line of Uuion. 
-cosa; d, bladder; e, vagina. _, * ^ a l -i. m j j 

Then single fiaps must be formed and 
sewed together, producing figures like T or Y, In very difficult 
-cases, a plastic operation may be attempted with the labia majora. They 
s^TQ movable and displaceable at their seat, so that for plastic purposes 
they may easily be shifted into the vagina. 

In stricture of the urethra, the occlusion may be oyercome by forcible 



Fio. 64.~Aathor*8 
needle-holder. 
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of a stiff catheter. In the absence of a part of the urethra, the 
upper margin of the fistnia is to be stitched to the upper end of the 
urethra. Even a few isolated fibres of the sphincter soon gain in power 
and fanctionate for the entire sphincter. If but one centimetre of ure- 
thra is present, there is a prospect of success. Above, the freshening 
may extend into the anterior lip of the os uteri, which will adhere read- 
ily. If the uterus is very mobile and displaceable, union to the urethral 
eminence is possible. Should an artery spout during the freshening, it 
may be left alone, at most while suturing regard may be had to make 
one of the sutures serve as ligature. Ligation and torsion will certainly 
diminish the prospect of primary union. 

It has happened that a ureter has been incised during the operation. 
Simon mistook it for an artery on account of the escaping jet of bloody 
urine. Or else the suture accidentally grasped the ureter and closed its 
lumen. In the latter case, fever and anaemic headache, etc., rapidly set 
in, thereby permitting the diagnosis of occlusion of the ureter. In that 
event, nothing remains but to reopen the sutures at the point in ques- 
tion, or else to open a sufScient number of sutures to let the urine pass. 

As the main point in a fistula operation is accessibility, the oper- 
ation for vesico-cervical fistula is, of course, very diflBcult. Here 
alone the attempt at cauterization is justified. Previous to the opera- 
tion, the cervix must be split open laterally, so as to expose the fistula. 
Should it be impossible to close the cervical fistula directly, the lips of 
the OS must be stitched together. Then the menstrual blood flows inta 
the yagina through the fistula; but the urine cannot escape into the va- 
gina because of occlusion of the os uteri. 

Formerly, when the technique of the operation was not so far ad- 
vanced, many fistulso were thought to be incurable. Then a modified 
cure was rendered possible by freshening a ring of the vagina below the 
fistula and stitching the walls of the fistula together. By this trans- 
verse obliteration, there was formed of the upper half of the vagina and 
the bladder a space containing urine, menstru^ blood, and uterine secre- 
tion* Vesical catarrh did not occur, and aside from the impotentia coS- 
ondi, the patient felt well. In a somewhat modified form, in deep vesi- 
00- vaginal and cervical fistulae, the posterior lip of the os uteri has also 
been stitched to the lower margin of the fistula. 

Of course, there are cases in which we cannot do any better. But 
this helplessness is often confined to the operator. Simon has repeat- 
edly reopened transverse obliterations made by other operators, and then 
operated directly on the fistula and cured it. 

Should the entire urethra be missing, restoration is impossible, the 
unfortunate patient is incurable. 

In uretero-vaginal fistulae, cure has also been effected (Bandl). 
Should the lower end be completely absent, and the upper open into the 
vagina, the bladder is perforated into the vagina from the urethra^ then 
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a thin catheter is introduced through this opening and into the nretar. 
Now an oral surface is freshened and united over the catheter which re- 
mains for the present. After the wound has closed, the catheter is re- 
moved. The artificial passage is kept open by the urine. If the ureter 
is merely severed, a catheter is introduced into the upper and lower end, 
and union effected over the spot where the catheter is visible in the 
vagina. 

Should this fail, transverse obliteration would have to be performed 
and a vesico-vaginal fistula perhaps made above it. The urine effused 
into the upper half of the vagina would then flow into the bladder 
through the fistula. The obliteration might then be oblique, so as to 
^parate only the region of the fistula from the vagina. 

It is one of Simon's great merits to have simplified the after-treat- 
ment of fistulsB. The patient must remain in bed at least one week. 
She is catheterized only if she cannot urinate and has tenesmus of the 
bladder. If possible, the sutures are not removed until urine can be 
passed spontaneously without difficulty; otherwise on the sixth or seventh 
day. 

Should there be stricture of the urethra, a rubber tube is to be left in 
ii / recommend drainage of the bladder as a procedure entirely free 
from danger. It has the great advantage that we know, as long as the 
urine flows off, the fistula is closed. Moreover, by injections into the 
bladder we may at once control the healing. In a very targe defect, how- 
ever, the wound is certainly most perfectly at rest during drainage of the 
bladder. Should the fistula be above the trigonum, no urine will flow 
into the wound which can close undisturbed. 

Should the wound fail to unite, this will usually be decided on the 
third or fourth day. In such cases I advise the secondary suture. In 
one case, in which I was very glad not to be obliged to operate again, on 
account of the many cicatrices present in the field of operation, I thus 
secured union. In connection therewith, of course, as above explained, 
the bladder must be drained. The process of healing is also disturbed by 
hemorrhages from the bladder; whether these are referable merely to 
traction and dilatation during refilling, to erosion of a vessel close to a 
suppurating suture track, or to injury during catheterization can often 
hardly be decided. But when the urine becomes brownish-red and 
tenesmus occurs, there is mostly a blood-coagulnm in the bladder. Then, 
in a favorably progressing fistula, the urethra should be dilated with 
Simon's urethral specula or with my uterine dilators (Pig. 18, p. 41) and 
removal of the blood-clot attempted. Should it fail, the fistula will 
reopen under the tenesmus of the bladder. After removal of the blood, 
or diminution of the bladder, the hemorrhage ceases spontaneously. 
Should this not be the case, the vagina must be irrigated with cold, 
mildly astringent or disinfecting solutions. 

Should a small fistula remain, for instance, in a suppurating suture. 
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we must operate again in two weeks. Then the entire region is still yerj 
hjpersBmic and we have a good prospect of success. In these cases, the 
second freshening should be laid yertically or at least obliquely to the 
first, to avoid the cicatrix of the closed fistula. 

Communications of the bladder with other regions are found much 
more rarely than those with the Tagina. These communications are 
generally the consequence of neighboring suppurations and inflammatory 
peiforatioB into the bladder from the outside. Thus in parametritic 
accumulations of pus, perforations into the bladder occur. In extra- 
uterine pr^nanoy, too, perforation into the bladder has occurred, the 
fostal bones being finally removed from the urethra. In the same way 
suppurating dermcnd cysts of the ovary have discharged their solid and 
fiuid contents into the bladder. Hair, teeth, fragments of bone, masses 
of pus, or colloid matter from ovarian adenomata, have also been passed 
from the bladder. 

In a similar manner perforations from the pus cavity into tl» rectum 
occur at the same time. Then the urine may take a detour through the 
pus eagfiij to the rectum, and after closure of the abscess again find its 
aid natural course outward. Or, in communication with the small in- 
testines, thin chyle and intestinal gases may pass into the bladder. 

Considering their great rarity, and the difficulties eaused by their 
aitaation, we cannot as yet speak of a method of treatment of these com- 
manications. Dilatation of the urethra, dragging forward ot the fistula, 
eombined perhaps with a veaico- vaginal ineision, would be the way to ob- 
tain cure in these cases. 

Bnpture of the bladder from excessive internal pressure in retention 
of nrine does not appear to occur. But there are formed attenuations, 
diverticula, cystitis, gangrene loss of substance, and secondary perfosa- 
tioiL Death from peritonitis is the conseqnence. 

E. Diseases of the ITbethba. 

The urethra inflames only in consequence of ffOfiorrkcMl infecHon or 
of injury. As gonorrheeal urethritis in the male soon loses its acute 
duuraeter even without treatment, so it is in the female. The tenesmus, 
tiift argent desire to urinate, the pain on direct pressure on the urethra 
soon disappear. It is hardly ever necessary to institute treatment for the 
the orethritia of the female. The impossibility ot retention of pus or 
formation of stricture seems to create in this instance conditions favorable 
ta onre. Should this not be the ease, a brush dipped in silver nitrate so- 
lution (1 : 15) is passed into the urethra. 

More ch]x>nic are tiie urethritides referable to injury^ especially to 
caiketerixation. Even with the greatest caution, small injuries are 
sometimes caused by the elastic catheter. These lesions have the same 
ccmseqnencea as a fissure of the anus. During urination, partionlarly 
daring repeated oatiieterization, often the most violent paina occur. 
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Often the locality of the fissare can be qnite accurately diagnosticatecL 
If the catheter be pressed to one side, and if pressure and traction on the 
fissure be avoided, the act of catheterization is painless. 

In chronic catarrhs with paresis of the bladder, I have often seen 
such cases. But also in the puerperium, after a single catheterization, 
such fissures remain behind. At times, they cause perpetual desire to 
urinate. The absence of any turbidity of the urine, the impossibility to 
detect anything, cause such cases not rarely to be considered and treated 
as neuroses. 

Should the fissure complicate a catarrh, I advise to drain the bladder, 
thus giving the fissure time to heal. But if the bladder is quite normal, 
rapid dilatation is performed with Simon's specula or my dilators 
(Fig. 18, p. 41). After that the troublesome symptoms quickly disap- 
pear. 

According to my observations, such an irritated condition may also 
depend upon venous eotasisB. The surroundings of the urethra appear 
dark-red, and on separating the urethral orifice, we often see thick 
ectatic veins close underneath the mucous membrane. We then com- 
mence general treatment with cathartics, make a small incision into the 
thickest vein with the scissors or the knife, and allow the vein to bleed. 
Cool compresses are also useful. 

The peculiar condition of dilatation of the urethra is likewise looked 
upon as a consequence of varices. In these rare cases, the dilated, 
cystically expanded urethra filled with urine can be demonstrated by 
direct pressure. 

Prolapse of the urethral miAcotie membrane seems to be equally rare. 
Its etiology is unknown. Betention of urine from prolapse of the ure- 
thral mucous membrane occurs more frequently in young girls than later 
in life. If not relieved, finally an ulcerated, furunculous, dark-red, 
painful tumor, three to five centimetres in diameter, lies in front of the 
urethra. The youthful age and the rapid development allow the diag- 
nosis to be easily formed. It is especially necessary to find the nrethra. 
This is not always easy. If an attempt at reposition promises success, it 
should be made. Otherwise, a thick catheter is introduced into the ure- 
thra, a ligature placed around the pedicle of the tumor as close as possi- 
ble to the external urethral orifice, and the tumor severed close to the 
ligature, cutting toward the catheter. Thus I cured the only case whioh 
came under my treatment, a girl of eight years. 

Among the affections of the urethra belong also the so-called carun- 
culm of the urethra. These are small, very vascular tumors, covered with 
pavement epithelium. They arise at different depths in the urethra^ 
have therefore a varying length of pedicle, and are usually uniformly 
round or ovaL Also lobulated and raspben-y-like carunculsB occur. 
But rarely several carunculso are found. However, in one case I have 
cut off in the course of three months, by degrees, as many as twenty-f oar» 
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Invariably after removal of one tumor another appeared after three or 
four days. 

Urethral caruncles occur both in young and old women. They 
should not be mistaken for the small villi occasionally formed at the 
urethral orifice. It is always necessary for the diagnosis that the 
pedicle extend into the urethra. The bright-red color, markedly differ- 
ing from the paler surroundings, readily permits the formation of the 
diagnosis. 

The symptoms are variable. It happens that a caruncle is accidentally 
noticed, having caused no symptoms. In other cases^ especially in older 
women, the caruncles are the cause of much suffering. Continual desire 
to pass water, pain during micturition, and prolapse of the caruncles 
from the urethra, greatly annoy the patients. It has even happened to 
ne to have a patient bdieve herself to be suffering from a uterine poly- 
pus which always appeared during urination. 

The treatmeni con^sts in ablation. This requires assistance. One 
hand must hold the scissors, the other the forceps; hence a third hand is 
neoessary to keep the vulva apart As touch with the forceps is not 
rarely extraordinarily painful, we must be quick with the scissors. 
Otherwise the patient presses her legs together, the forceps tear out, 
blood covers the field of operation, nothing can be done for the present, 
and the patient bears the second attempt at operation much less readily 
than the first Subsequent cauterization is unnecessary. The hemor- 
rhage soon ceases. Belapses do not occur. Oauterizations, ligatures, 
etc., do not give any better results than the ablation with the scissors. 

Besides urethral caruncles, myxomata and sarcomata of the urethra 
have been described. 

In long-standing syphilis, the surroundings of the external urethral 
orifice may ulcerate by syphilitic processes. If the vulva lies close below 
the symphysis, the penis in coition tears the urethra from its support 
and the urethral eminence from the urethra. Beunion is prevented by 
the syphilitic process and frequent coition. As the first indication 
of detachment of the urethra from the symphysis, we not rarely observe 
in old prostitutes quite oval urethral orifices or slight descensus of the 
posterior urethral wall into the lumen of the opening. With the com- 
jdioation of syphilis, frequent injury, and unfavorable (for coition) posi- 
tiom of the introitns vuginsd, the entire external urethral orifice may be 
dMmged into one ulcer. The urethra^ too, ulcerates upward, and strio- 
tiures arise from partial cicatrization. If it be possible to prevent coi- 
tion, and to treat the ulcers rationally, the prognosis is not bad. In 
more extensive destructions and detachments of the urethra, plastic 
operations must be performed. Schroeder has produced a new usefol 
niethra in a large defect of that part by freshening and reunion. 
9 
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CHAPTER IX. 

UTERINE MALFORMATIONS, ARRESTS OF DEVELOPMENT, AND THE 

GYNATRESLffl. 

A Malformations. 

As in every other part^ the malformations of the female sexual organs 
can be understood only in connection with the history of deyelopment. 

We therefore subjoin a brief de- 
scription of the genesis of the 
female generative organs according 
to Henle. (Compare Fig. 66.) 
From the fourth to the fifth week 
of the foetus, we find on both sides 
of the vertebral column the primor- 
dial or temporary kidneys, the 
bodies of Wolff or Oken (n). The 
name has been given them on 
account of the arrangement of the 
vessels, the presence of uric acid in 
their secretion, and the communi- 
cation of their efferent channels 
with the urinary bladder. The 
efferent channel {q) is of no impor- 
tance is the female, only vaginal 
cysts have been brought in connec- 
tion with a partial persistence of 
this canaL In some animals, the 
efferent channel persists (Gartner's 
canal). From the lower angle of 
the Wolflfian body a ligament ex- 
tends to the inguinal region, in the 
female developing into the round 
Uganimt of the uterus. At the 
median margin of the Wolffian body 
is the germinal gland (i), later the ovary or the testicle. From the 
anterior surface arises a cord, at first solid, MulUr's duct (m) which 
becomes of the greatest importance in the female. Both efferent chan- 




Fio. 66.— ^n, kidneys; e e, ureters, emptying 
at / into the bladder b; tow. Wolffian bodies, 
primordial kidneys (paroyarium); their efferent 
channels q q terminate at pp in the urethra d ; 
1e Je, germinal gland (ovary); m m, M&Uer*s 
ducts, adherent to the Wolffian bodies, tennin- 
ate united at o; v, urogenital sinus; ur, 
urachus; c, clitoris, or genital eminence. 
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nels of the Wolffian body, as well as the two mutuallj united M&Uer's 
ducts, insert themselves into the lower end of the urinary bladder (p, o), 
at the point between the urethra above and the urogenital sinus below. 

While the Wolffian body is retarded in its growth into the parovarium, 
and the function of secreting urine is assumed by the kidneys, Miiller's' 
ducts continue to develop. They join together, probably first at the 
point where later the vagina is united to the cervix uteri. The septum 
between the two ducts disappears so that a common canal arises. But 
the upper ends of Miiller's ducts remain separated, diverging. The upper 
extremity becomes fimbriated, forming the fimbria j then follow the tubes; 




Flo. fl7.~Utenis bicornis duplex, Taffina duplex, after BShmer. 

If we were to assume the uterus to be externally perfectly normal, and intemallj dtrlded bj 4 
jBptum, it woukl be » case of uterus bilocularis. 

the next lower portions uniting from the uterus. The latter increases 
so greatly in size that not alone the trace of lateral cornua disappears, 
but that even a fundus projects in convex shape. Below the uterus, 
Muller's ducts from the vagina. The above-mentioned inguinal ligament 
approaches the upper edges of the uterus as the round ligament. The 
germinal glands, or ovaries, sink down ^f rem above until they lie beside 
the uterus. At the point where vagina and urogenital sinus adjoin, a 
fold arises — the hymen. 

The malformations of the uterus, in connections with the conditions 
described, are easily understood. Assuming, first, that both of Mailer's 
ducts are completely px«aent, double formations result: 
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FirsL If MtUhr^s ducts fail to unite (bicomuity). 

Becoud. If MiUUr^s ducts unite extematttf, but the septum fails to dis- 
appear (bilocularity). 

Of the former, yarioos forms occur, namely, ^r«^, aa isolated deyel- 
opment of the completely separated MtLller's dacts — uterus Hcamis 
duplex separatus, s. uterus didelphys. This doable formation is UBoally 
obseryed in connection with other malformations in non.yiable infants. 
Secently, howeyer, three oases haye also been found in adnlt woman, in 
post-mortem examinations. 

If the nteros is completely dnplicated so that each club-shaped f«nd«s 
diyerges considerably, but the ceryices below — though double — are closely 
adjoining, it is a uterus bicornis duplex (Fig. 67). In this the yagina 
may be single or double. A still slighter degree of duplicity exists if 
the uterus has two comua, but a single ceryix and yagina — uterus bicornis 
unicollis (Fig. 68). Among these belong the cases in which the bicom- 




Via^ 0B.~nt6ni8 bioonilB unioolUs. 

uity is indicated merely by the concayity of the upper outline — uterus 
bicornis seu arcuatus — or in which the fundus is extraordinarily broad 
— uterus ineudifomiis. 

Of the second it may be remarked that the septum may be completrfy 
present — uterus septus or utertts bilocularis duplex. The septum in the 
yagina may either reach downward or be entirely absent, the separation 
extending only to the ceryix (see Fig. 67). 

If the uterus is not completely diyided, thj septum being merely 
rudimentary, it is called uterus subseptus. Still more frequently merely 
a fold of yariable length depends from the fundus uteri. But only as an 
extreme rarity do we find two external orifices of the uterus — uterus 
bif oris— with a single uterine cavity. These malformation are of greater 
importance to the obstetrician than to the gynecologist. 

Third. Besides, malformations arise by one of MuUer^s ducts being 
aUogether absent {unicornity) or only partially developed. In the former 
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case, a unicorn utertis (Pig. 69) arises. It is nsually rather defectively 
developed, with preponderating cervix, and deflected from the side where 
the defect exists. On the latter side, the ovary, tube, and round liga- 
ment are also absent. Otherwise a unicorn uterus functionates normally, 
e^n labor progressing with due activity and without abnormal symp- 
toms. 

If one horn be developed, but the other merely rudimentary, the lat- 
ter may either closely adjoin the uterus or be dragged far away. The 
rudimentary coma is formed both of a ligamentous solid accumulation of 
muscular fibres, and of small hollow body. Whether the latter be ciose 
to the uterufl or at a certain distance, it is always recognized by the round 




Fio. 60. 



Fio. 70. 



fta. iO.--|}lerui unlooniis dester. 

Fu. 7Q.— Uterus unicornis sinister with rudimentary left comu. 

(Compare below the fl^^ures of the gynatresis). 

a, yagina; 6. unicorn uterus; c, rudimentary right comu, representing a smsU hoUow bod^ 
Joined by a solid mnseular cord A to the uterus b; d, right, e, left round ligament, /, right tube 
and oraiy; g, left tube and oraiy. 

ligament extending downward from it (Fig. 70, e d). The tube of the 
defective side may be a solid cord or be perfectly normal; the ovary like- 
wise may be absent or present. In the latter case it is both normal and 
abnormal in that no follicles can be demonstrated in it. 

Therefore, inasmuch as a rudimentary horn may be invested with 
mucosa and be provided with a normal tube and ovary, all functions are 
possible. The mucosa menstruates, the blood accumulates, a retention 
cyst arises, a hsematometra in a rudimentary cornu. The tube may re- 
ceive a fecundated ovum, the ovum may develop in the rudimentary oomu, 
and the latter rupture in consequence of the insufScient musculature, 
leading to hemorrhage and death as in extra-uterine pregnancy. We 
AM revert to these cases in connection with the gynatresias. 
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Fourth. There is series of malf ormations arising from the fact thai 
MulUf^s ducts, though joining and losing the intervening septum, and 
both being eqtuzUy developed, still are in one portion of their length ntdi-- 
mentary to the same extent on either side, while everything above and be» 
low is perfectly normal. Thus the lower or upper half of the vagina or 
the uterus may be absent or in a rudimentary state. 

Most frequently that part of MtUler's ducts may remain rudimentary 

the middle part of which form» 
the uterus. Hence on both 8ide» 
tube and orary, as well as the 
yagina, may be present^ while the 
uterus is absent — defectus uteri. 
A complete absence of the uterus, 
however, has perhaps hardly ever 
been demonstrated with absolute 
certainty. Even if rectum and 
bladder were immediately adjoin- 
ing, still a more minute exami- 
nation discovered a slight accu- 
mulation of muscular fibres to be 
interpreted as a rudimentary ute- 
rus. Should the uterus be com- 
pletely or almost completely ab- 
Fio. 71 -Rudimentaiy BoUd uteniB (Kiunnaui). scut, then ovarics and tubes are 

a, muscular portion, repreflenting the rudimen- ^ '\f^r%^r\r^a' 
tary utMns; b, right, c, left tube; d. right, e, left »«" *»^^"i5- 

oraiy. But a rudimentary solid ute- 

rus is by no means rare; it may 
represent a small organ the shape of the uterus, or extend transversely from 
one tube to the other as a band of muscular fibres (Fig. 71). In that cas^ 

h b 





Fio. Tl—Rudimentary Uterus. Uterus blparUtus (Rokltansky). 

a, the rudimentary middle portion; 6, right horn of the uterus, c, left horn, oat open to show 
the small cayity; d, right, e, left round ligament; /, left oyary; 9, left tube; h t, the same, right; 
I m, broad ligament. 

the defect must be chiefly referred to the lower two-thirds of the uterus. 
Still more frequently the two comua are uniformly developed; two small,^ 
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widely separated, round or otaI hollow bodies being present laterally, 
while the central portion and the cervix are lacking {uterus bipartituSj 
Pig. 72). In that event, the ovaries and tubes are not always absent. 
The opposite condition has also been found — a centrally located rudimen- 
tary uterus with absence of the two lateral comua. Finally, there are 
those cases in which the uterus, with an increasing tendency to the nor- 
mal state, is no longer rudimentary, but merely faultily or badly devel- 
oped. As here the uterus is retarded in growth, and shows a foetal or 
at least infantile form, this arrest of development is called uterus fcBialis 
and infantilis. An extraordinary narrowness — stenosis — of the orifices 
of the uterus is regarded as the slightest degree of arrest of develop- 
ment. 

B. Depbot op the Utebus. 

The forms comprised in the fourth section of the preceding also ac- 
quire clinical importance. We have seen that the complete absence is 
difiScult to demonstrate even anatomically. Clinically, all cases of uter- 
ine defect, and of functionally impotent, rudimentary uterus will have 
an equal importance. If we make the term so comprehensive, the diag- 
nosis is not difficult. 

Obviously, we must exhaust all possible methods of examination and 
then form the diagnosis by exclusion, that is to say, diagnosticate that 
nothing can be felt where the uterus should be. Such examinations had 
best be made in narcosis, so as to obtain at once nearly absolute cer- 
tainty. 

Even the anamnesis, the absence of menstruation, points to the defect 
of the uterus. As the rest of the body may be normally formed, we 
must not be surprised eventually to see the healthiest women affected 
with this condition. 

In such cases, almost always only the lower portion of the vagina is 
present, ending in a cul-de-sac It also happens that every trace of the 
vagina is absent. In that event, the vestibule terminates at the ure- 
thra, as the vagina otherwise does at the vaginal portion. Therefore 
in attempts at coition, the extremity of the penis will be directed toward 
the urethral orifice, will successively dilate it, and penetrate into the 
bladder. This dilatation of the urethra does not by any means always lead 
to incontinence of urine. Should every indication of a vagina be ab- 
sent, the penis depresses the skin to a depth of five centimetres, causing 
surprise to find on touch a vagina, though short, while on exposing the 
parts and spreading the legs not the least indication of an opening can 
be seen. 

Should the diagnosis be suspected, combined examination must be 
performed, first, from the vagina and the abdominal coverings; second, 
from the vagina and rectum; third, from the rectum and bladder. If 
it be difficult to penetrate into the bladder, dilatation must be made* 
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Especially the syBtematic palpation of the entire septum between bladder 
and rectum will be snccessfnl. 

It will hardly be demonstrable with cwtainty whether the oyaries are 
present, eyen if bodies having their form be felt in the oyarian region. 
In that event a rudimentary uterus may be present on both sides (uterus 
bipartitus, Fig. 72), so that the oval, cylindrical bodies may be interpreted 
as ovaries and as uterine comua. 

C. Inpantilb TJtbbus. 

At puberty the uterus, till then infantile, grows and reaches the nor- 
mal fixe. However, should the uterus remain of the size i^roiH-iate to 
the child until puberty, the case is one of infantile uterus, a defect of 
development. 

In the broad ligament the uterus lies as a small flat tumor, so that 
there is difficulty of finding the organ in the preparation. It has a com- 
plete cavity, but the palmaB plicated extend to the fundus, while otherwise, 
in the adult uterus, they reach only to the internal os. It is important 
that several investigators have found a decidedly infantile uterus — a hypo- 
plasia of the uterus — in general hypoplasia of the vascular system — 
diminutive heart, etc. 

Infantile uterus is diagnosticated in the liring by the bimanual 
demonstration of deficient size of the uterus, as well as by measuring with 
the sound, if that be possible. Menstruation, and hence ovulation «id 
fecundation, are absent. 

Sometimes it also happens that the diagnosis of infantile ut^ns is 
formed in cases in which menstmation is present, but in which the uterus 
remains extraordinarily small. Then great dysmenorrhoea may foroe the 
patient to seek medical aid. Strictly speaking, this is not infantile utems, 
as the organ possesses all the characteristics of a ripe uterus, except the 
size. However, the fact that the uteras is extraordinarily snudl, that 
menstruation occurs but sparsely and impregnation not at all, may well 
permit this condition to be designated as badly devel<^>ed or infimtile 
uterus, just as non-functionating uterine rudiments are included among 
defects of the uterus. 

It is clear that uteri with badly developed musculature easily acquire 
flexions, or that the physiological flexions become more iNx>nounoed or 
acute-angled. Therefore, not rarely we find in infantile uterus ante- 
flexion, or in anteflexion a very small uterus. For this reason we shtll 
treat this matter more in detail in connection with anteflexion of the 
uterus. 

D. Stenoses of the Uterus. 

Stenoses of tlie External Os. 

The external os has a variable form and width. That form is consid- 
ered normal in which there is a small transverse opening, about one oenti- 
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metre in length. Often, however, the transverse opening is much smaller, 
even consisting of a very minute hole not allowing the passage of the 
knob of a small sound. With this, first, the uterus may be perfectly 
normal and the cervical canal roomy; nay more, by the retention of the 
physiological secretion the cervical canal becomes very wide and contains 
vitreous masses which have been so inspissated that after dilatation they 
may be grasped and removed like a firm lump of gelatin (Fig. 73). 
8ec(mdy the vaginal portion is really too large. By counterpressure 
against the posterior vaginal wall it is flattened, mushroom-shaped, with 
a large surface in the exact centre of which is a small 00 (Fig. 76). And 
ihirdy the vaginal portion is pointed, elongated, extraordinarily long, 
conical, the shape of a sugar-loaf. There is no lower surface. At the 
extremity of the vaginal portion is the small os (Fig. 78). In the second 
and third forms, the entire uterus is at times too weak in its muscula- 
ture — infantile uterus. 

Acquired stenoses of the external os arise especially from awkward 
cauterizations. Also puerperal gangrenous processes, or lacerations by 





Fxow 731.— Origixially normal ymfcfnal 
portion, excepting the stenoeiB of the 
external os. g^ dilated oervioal ca&al; e, 
posterior, /, anterior vaginal vault; ado^ 
the portion b removed round about the os. 



Fio. 74.— a c^ ac^ a c^aCy inol- 
aions carried from the os c, toward 
the outekle; 6, the four trianglei 
removed. 



obstetrical instruments lead to stenoses, though more frequently to de« 
facts. Furthermore, after plastic operations stenoses and even atresiie are 
not at all so rare as is usually assumed. 

The diagnosis of all stenoses is very easy. One look into the specu- 
lum, touching the conical portion, the attempt at sounding demonstrate 
the condition. 

Owing to the variable form of the vaginal portion, different methods 
of operation are selected. In the first case (Figs. 73 and 74), the best re- 
sult is obtained in the following mannner (Fig. 74) : In Sims's lateral 
poffltion the vaginal portion is seized from the inner side of the os with a 
sharp tenaculum (Fig. 13, p. 36). Then we insert a knife (Fig. 75) and 
cut in the direction opposite to the traction of the hook an incision one 
centimetre in length. The same is done on the other side, in front and 
behind. Thus four radial incisions extend from the centre (Fig. 74, ac). 
The four flaps {b) thus caused are seized one after another with the tenaou- 
Inm and about half of each cut away. In this way the flaps {b) are re- 
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moved (Figs, 73 and 74). The abscission may be done with the knife or 
long scissors. The os now has a funnel shape. After the operation a 
pledget of benzoated cotton is placed on the vaginal portion. It is re- 
moved after twelve hours and irrigations given. After 
\this simple operation, often performed during my office 
hours, I have never seen any inflammation or after* 
hemorrhage. For antiseptic rules see Chap. IV. 

The bilateral incisions, in order to secure an equally 
large opening, must be carried much deeper, bringing 
us into the dangerous neighborhood of the parametria. 
While in my method the cicatricial contraction renders 
the OS rather wider, it becomes gradually smaller in the 
bilateral discission. 

Should the vaginal portion have the mushroom form 
described sub 2 (Fig. 76), the above method will not 
sufl5ce, for merely a piece of the narrow cervical canal 
would be cut olBE and the stenosis would be simply 
removed three to four centimetres higher. The method 
of operation here required was first described by Simon 
for the purpose of widening a narrow os. Let us ima- 
gine a short, thick, perhaps even mushroom-shaped 
vaginal portion (Fig. 76), then a wedge is excised round 
about the os (Fig. 77, g h t). If, after the removal of 
this wedge, g is stitched to i all around, the os and the 
lower end of the cervical canal must of course be drawn 
apart. To facilitate this excellent operation, the os is 
first cut open on both sides as far as the vaginal vault to 
e (Fig. 77). If this were omitted, the excision would 
present great diflSculties. But as, after the lateral inci- 
sions, the two halves of the vaginal portion can be kept 
straight and drawn down singly, the excision of the 
Fio. 75.-Knife wedges is not at all difficult. In this method, of course, 
os'utOTi. * ^^ require no expansibility of the cervical mucosa, but 

stitch i — a part of the lower surface of the vaginal por- 
tion covered with vaginal mucous membrane — to g which is likewise 
covered with vaginal mucosa. 

But if the vaginal portion has the form described sub 3 (Fig. 78), the 
last method of operation is inappropriate because a large piece of the 
vaginal portion must be removed. The great length of the vaginal por- 
tion has different injurious consequences. First, disagreeable sensations 
arise either by the vaginal portion crowding apart and irritating the 
vulva, or by the vaginal portion, in resting on the floor of the pelvis, 
raising the entire uterus. An increase of the anteflexion may arise in 
this manner, as we shall see later on. Furthermore, conception is ren- 
dered more difficult; although I have seen several such cases in which 
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conception occurred eyen without operation, still it may be assumed a 
priori that the great distance the spermatozooids have to travel from the 
fomiz yaginsB around the entire vaginal portion is accomplished with diffi* 





Fio. 76.— stenosis of the external 
OS, with thick, broad vaginal portion, 
a, posterior, b, anterior vaginal vault; 
Ct OS uteri. 



Fig. 77.— Conical excision of the 
vaginal portion, a, posterior, b, an- 
terior vaginal vault; g hi, wedges 
excised; d d, the portion removed; 
c e, bilateral discission to fadUtate 
the excision of the wedges. 



coltj. Inasmuch as the injurious consequences, described with the first 
form of stenosis, may besides complicate the stenosis with conical vaginal 
portion, an operation is indicated. 

It is performed in the following manner: 

The vaginal portion is first divided to the right and left as far as the 






Flo. 7S. Fio. 70. 

Ite. 78.— Conical vaginal portion with stenosis of the external os. 
b, anterior vaginal vault; e, os uteri. 

Flo. 70.-0, posterior, b, anterior vaginal vault; e, the opened cervical canal; d, posterior,/; 
•Btsrlor Up of the os; i^^i, the horizontal incisions which join at ^ at a right angle; 6, upper ex- 
tnmlty of the preparatory bilateral discission; n, point of insertion of the sutures; ib, portions re- 



Fio. 80. 
061 tapiroide, a, posterior,. 



Tm, 80.— Result of the operation, a, posterior, b, anterior vaginal vault; c, os uteri; gh^ the* 
united wounds, oomp. Fig. 70, y ^ and ih, 

vaginal vault (Fig. 79, c e) with the scissors, or, if the blade cannot pene- 
trate into the vaginal portion, with a knife; then the two halves of the 
paginal portion, d and /, can be separated anteriorly and posteriorly. 
This preliminary division facilitates all operations on the vaginal portion, 
by permitting all incisions to be made in a straight line instead of a cir- 
cle. Then a wedge is excised from the lower lip by means of the incisions 
ihwiigh. It should here be remarked that the transverse incision,. 
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oroflfiing the inner waD of the cervix at c, begins about one-half centiflie- 
tre below the end e of the two lateral preparatory di?idon8 of the cerrii. 
This 18 necessary^ to permit of the ready insertion of the needles a little 
way above the margin of the wound, at n. If the portion has been 
divided in half transversely, i A, another transverse incision from with- 
out, g, meets the internal one bo that both come together in a right angle 
At h. Then the wound is united by ih being joined to ^ A, giving rise to 
the form in Fig. 80. Thereupon the anterior lip is treated in the same 
way. The still remaining wounds on either side, due to the lateral discis- 
sion, may either be united each separately, or, still better, be sewed 
together in such a manner that on each side tiie anterior lip is again joined 
to the posterior with one or two stitches. Then the vaginal portion 
has regained its previous form laterally, and no part of wound nurface is 
exposed without mucous covering. 

StenoHs of the Internal Os. 

The character of stenosis of the internal os is thus far but little known. 
We may distinguish a dynamic, temporary, secondary, apparent, and 
•anatomical form. First, the ntems contracts after repeated, espenally 
ikwkward attempts at sounding. But if the ^itire uterus becomes hard, 
firm, and small, the internal os must likewise be permeable with greater 
difficulty. Second, secondary stenoses arise from small polypi, tumefac- 
tions of the mucosa, ovula Nabothi, or other tumors. Third, there are 
-apparent stenoses, t. e., the change of position does not allow the sound 
to enter. For instance, if the uterus is flexed at an acute angle, and the 
sound in a straight line, the latter cannot pass at the bend. Fourth, 
there are actual, anatomical stenoses. These may be acquired from 
cauterizations, or congenital — arrests of developments. They have been 
<lemonstrated in the dead subject. But in the living the demonstration 
finds great difficulties, apart from the possibility of mistaking the former 
three kinds for them. For in infantile uterus the internal os, of course, 
is also very narrow. Therefore it is essential to a correct diagnosis that 
we are sure of the normal condition of the uterus. Only if in an other- 
wise normal, correctly situated uterus, the sound encounters resistance 
always at the same place, both on insertion and withdrawal, it is possible 
to form the diagnosis of stenosis of the internal os. 

If there really be this condition — and it is by no means frequent — ^tbe 
-extent of the stenosis is important The stenosed portion is rarely long, 
usually the knob of the sound passes it rapidly. But even in these cases 
we are surprised to see the stenosis disappear after a few soundings or a 
single dilatation with laminaria, when probably an ovulum Nabothi, an 
occlusion of the palmse plicata with posteriorly accumulated secretion, or 
4^ small polypus will furnish the anatomical cause of the stenosis. The 
muscular substance, however, seems but rarely to be the cause of the ste- 
nosis. Certainly, there are cases in which the force of the musculature 
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at tlie internal oa cannot be overoome by laminariai. After the dilated 
hminTifl tent is extracted by force^ a deep groove is seen at the point 
oooapied by the internal os, an impression^ as it were, of the stenosis. 

The symptoms calling for the formation of the diagnosis, and consti- 
tuting tiM object of medical treatment, are dysmenorrhosa and sterility. 
If other causes of dysmenorrhoea or sterility can be ezclnded with proba- 
bilitjy we may be justified to charge them to the stenosis and attempt its 
remoTal; but it is almost impossible to exclude with certainty all other 
camee of the above-mentioned symptoms! The diagnosis would be justi- 
fied only if long-continued fruitless treatment forced the assumption of 
a stenosis as the cause of the suffering* 

As always in therapeutics^ we shall commence with mild measures 
and gradually continue with a more energetic treatment. 

The symptomatic methods having beaoi exhausted, we sound. If the 
sounding causes too much pain, ansBstheeia is permissible; of course, all 
antiseptic precautions are necessary. Vfe often have the pleasure of re> 
moving forever by a single sounding a suspected stenosis^ or rather the 
group of symptoms usually taken for it. On the other hand^ if repeated 
soundii^ has no effect, we institute dilatation with laminaria (oomp. p» 
38). To this end we must often scrape a solid tent very thin, because the 
itenosis exists. Anaesthesia is also often required for this manipulation. 
The removed laminaria tent will first permit of the formation of the 
diagnosis* If there be no groove, as above described, in the region of 
the internal os, there is no stenosis, and the treatment will have to seek 
other channels. But if it was possible to introduce a very thin laminaiia 
tent, a thicker one is placed subsequently until the canal is really dilated 
to a diameter 0.5 cm. 

We may also attempt to overcome the stenosis by dilating it forcibly 
with progressively thicker sounds. The method is described on page 41 
(comp. Fig. 18). Furthermore there are scissor-shaped instruments 
(Fig. 17, p. 41), the upper branches of which may be separated by com- 
pressing the handles. If the instrument be introduced closed and then 
qpened, it presses the walls of the canal apart The best of these instru^ 
menta is that of Schultze represented in Fig. 17. 

It has been sought to dilate the canal more rapidly but rather more 
harmfully with covered knives. Their application is not free from 
dang9r. As the uterine parenchyma gives way, we never know how 
deeply we are cutting, it is always an incalculable injury which is 
caused. Should the incision be too deep, we may wound the ureter which 
is situated in the parametrium. Should the incision not be deep enough,, 
it will close readily and restitution ad integrum recar. But everything^ 
retarding or intended to retard the primary healing is connected with the 
danger of infection. Owing to the rapid extension to the peri- and para- 
metrium, this danger is in this case very great. 

I should like to know how often the internal os has really been 
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touched with metrotomes, for to do that their point must reach to the 
iandas. If the internal os is wide enough to allow the instmment to 
pass, we cannot speak of a stenosis. But if the instrument does not pass 
the internal os, only the cervix is incised — a procedure which can be done 
much more carefully and with less danger in the aboye-described miumer 
{p. 137). But if the intention be to inhibit the power of the muscular 
fibres, it will be much more rational, here as eyerywhere, to tear the 
sphincter than to cut it. 

Besides, metrotomes are expensive, they often fail, and are not readily 
•disinfected. The great body of physicians has never accepted the opera- 
tion of the bloody dilatation of the os. And if we bear in mind that 
eminent gynecologists are of opinion that the stenoses in question are 
only spasms of the uterus, any operation coupled with danger is assuredly 
not justified. If we wish to act rationally, we must choose pre-eminently 
a method which cures positively, that is to say, after the employment of 
which the stenosis does not return. After numerous observations I am 
bound to assert that stenosis returns much more frequently after inci- 
sions than after rapid dilatation or dilatation with laminaria. 

We shall again recur to dilatation of the os internum when speaking 
of the treatment of endometritis. 

E. The Gtnatebsijb. 

The escape of menstrual blood may be prevented by various causes, 
the blood accumulating in the genital canal, and either expanding all 
the sexual cavities or only a part of them. 

The following kinds of gynatresiae have been observed: 

1. Atresia hymenalis. The hymen is not perforated, but com- 
pletely occludes the introitus vaginsB. This pathological condition is 
congenital. 

2. Atresia vaginalis. It is both congenital and acquired. If a part 
of the vagina be absent through arrest of development, t. e., if MtUler's 
ducts have not developed (p. 130), menstrual blood accumulates above. 
Or a transverse occlusion may be situated immediately posterior to the 
hymen. When, in these cases, the blood bulges out the transverse wall, 
it will touch the hymen. The latter may also adhere to the transverse 
wall, so that the vaginal atresia appears to be hymenic. 

Acquired vaginal atresia occurs after gangrenous vaginitis, and the 
latter again, in consequence of a diphtheria or infectious disease (mea- 
sles, cholera, scarlatina, etc.; comp. p. 95). Such inflammations are 
not sufficiently watched for in the general diseases of childhood, so that, 
when the latter consequence, the gynatresia, appears, we are often unable 
to decide with certainty whether, in a concrete case, we have to deal 
with congenital or acquired defect of the vagina. 

3. Atresia uterina. Congenital atresias of the uterine orifices are 
very rare, the acquired are more frequent. By too oft-repeated cauter* 
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izations of the cervical canal (comp. p. 61), or by incautious application 
^f the caustics, the os uteri as welJ as part of the vagina and the vagi- 
nal portion may become adherent. The same is liable to occur aft^r 
-gangrenous vaginitis in the puerperium or after serious injuries, such as 
laceration by obstetrical instruments. Atresias also occur much more 
frequently than is usually supposed, after amputations of the vaginal 
portion. 

In old women, atresia not rarely occurs at the internal os. But as 
menstruation has long ceased with them, only some mucus and pus (pyo- 
metra) accumulate behind the atresia. 

In a similar way, an adhesion occurs in the stretched cervix during 
prolapsus of the uterus. 

4. The gynatresia may 
he unilateral. When, as 
above explained (p. 133), 
a rudimentary uterus, but 
invested with mucosa, ex- 
ists (Fig} 70), this hollow 
uterine rudiment becomes 
expanded by menstrual 
blood. 

Or else, the completely 
doable uterus has a rudi- 
mentary vagina 'which 
Adjoins the developed 
vagina for but a short 
distance, ending in a cul- 
de-sac. In this case, like- 
wise, the blood accumu- 
lates, the blood-retention 
cyst implicating uterus 
and rudimentary vagina. 
The blood becomes in- 
spissated to a fluid believed to be characteristic — ^tarry, chocolate-col- 
ored, often almost black. In rare cases, pus or mucus was found instead 
of blood. This might force us to assume the existence of constitutional 
amenorrhoBa and uterine catarrh. But more correctly, this lateral pyo- 
metra is referred to secondary suppuration of the cyst-wall. 

In all cases, menstrual blood accumulates above the occlusion. 

In hymenic atresia, the vagina becomes considerably expanded (Am- 
nuUocolpos). The uterus is situated above as an appendix to the blood- 
cyst. If a portion of the vagina be absent, the great internal pressure 
also gradually expands the uterus, the very attenuated walls of which 
form a part of the blood-cyst wall. Of course, the uterine distention 
is the greater if the vaginal atresia be situated higher up. 




,Fio. 81.— uterus bioomis, atrealA of the left os uteri, left 
hmnatometra. 
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In aixesia of the external ob, or, more commonly, of the Taginal 
portion together with the laqnear, the uterus alone forms the blood-eyBt 
(hmmatometra). Also in double uterus, uterus bicornis duplex, one horn 
maj be in a state of atresia, and the blood accumulate in it. Snch a 
case is illustrated by Bokitansky, Figure 81 (lateral h»matonietra). 




i and bmiuitoBalpinz (after Basdl). 
a, Ttgliia; a, tiiehalf of the uterus opening into the vaciaat h, the half ci tbm vlei 
toward the Tagina, left hsBmatometra; d, left hiematoealpInT; e, left,/, right rouad UgamflBt; a 
right tube and oraiy. 

In not a few oases, the tubes likewise participate {hmrntUoeaJpinx, 
Vig. 82). Ab the interstitial part was not found equally dilated, but 
usually oocdiided, the occurrence of hsBmatosalpinx must not be explained 
by xegorgitation. It would rather seem that, after repletion of the 
vtems^ the centrifugal pressure on the uterine mucosa is so great that 
it does no' bleed during menstruation, but that the tubal mucosa does 
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SO, vicariously. Of course, this blood may escape from the abdominal 
opening, but usually perimetritic adhesion of the tubes occurs, and a 
very large, quite thin-walled, sausage-shaped blood-cyst forms. 

In accumulation in a rudimentary uterus and yagina {hcBmatometra 
et hmrncUocolpos unilaieralis), the blood-cyst, if greatly distended, extends 
to the middle of the abdominal cavity. The depressed rudimentary 
vagina may so crowd against the hymen of the developed side that at 
first a simple hymenic atresia seems to be present. 

We illustrate this case after a schematic figure by Freund. 

Symptoms and Results, 

The characteristic feature of all gynatresisB is that the symptoms first 
manifest themselves with the beginning of menstruation. The accu- 




Fio. 88. Fio. 84. 

As. 88.— ntenis bioomis, Tagina sabsepto. a, tuItr; 5, Tagixia; ce, the Interspaoe between 
dko blood-retention cjst and the hymen, disappearing on great aooumulation of blood; d, right 
egtemal oi uteri; e, round ligement; /, tube; g, hnmatometra; g*, hsmatooolpoe, separated from 
the open Tagina, c c, by a vaginal septum springing from the Taginal portion; A, right uterus: i, 
left uteroB, opening into the vagina, c, at m; k^ left round ligament; 2, left tube; o, point of inci- 
tkm whence the retained blood escaped. 

F». 84.— The same case after operation, a, vulva; b, hymen; c o, vagina; p p, vaginal septum 
with the arttfldal opening o, through which the blood escaped; n, right vagina, previously hsBma- 
tooolpoa g* of Fig. 88); d, os uteri; g^ cavity of the uterus; e, round ligament; /, tube; h, right 
utenis; i, left uterus; fe, left round ligament; I, left tube, m, left os uteri, opening into the va- 

mnlating blood, distending the genital tube, causes pain. At first these 
pains are slight, so as to be interpreted as menstrual molimina. Grad- 
10 
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ually, especially if the uterus is iuTolTed in the formation of the blood- 
cyst, the pains increase and may eyen become so intense as to depreciate 
the general health. After perimetritic deposits haye formed, the pains 
become continuous. During the time of menstruation they are intensi- 
fied to the most violent uterine colic. 

The pyometra of old women, frequently accidentally discovered during 
post-mortem examination, runs entirely without symptoms. In them 
the uterus is expanded at most to a diameter of six to eight centimetres. 
A single dilatation to the size of a man's head is reported. 

The results are very variable. In hymenic atresia^ the hymen rup- 
tures both spontaneously and in consequence of an accidental tranma, 
such as attempts at coition, during the touch, a leap, or a falL In 
deeply seated vaginal atresia, this fitvorable result may also, occur. 

Should the upper part of the vagina be expanded {Jusmaiometra and 
hcBtnatocolpos), perforation into the bladder and rectum may occur. The 
upper part of the uterus does not rupture spontaneously, but an unfa- 
vorable result may arise from rupture of a hmmatosalpinx. Usually in 
consequence of an accidental trauma, the thin tubal wall breaks and the 
blood escapes into the peritoneal cavity. Should the effusion of blood be 
very considerable, fatal peritonitis generally occurs. In the most favor- 
able case, a hematocele forms. 

If the patient's health has gradually deteriorated through the long 
illness, ifc is possible that amenorrhoea may occur in consequence of the 
ansBmia. In these cases, the growth of the tumor ceases and a kind of 
natural cure results. This may especially be the case in lateral hsBma- 
tometra in a rudimentary horn. Perhaps here — as in hssmatosalpinx — 
the normal comu vicariously assumes the function of the rudimentary 
one. 

Ordinarily, however, the symptoms gradually increase in severity so 
that medical aid is required. 

Dicynosis. 

The anamnesis shows the absence of menstruation in spite of occur- 
ring molimina, and the abdominal tumor which has arisen with accom- 
panying pains. Preceding operations, cauterizations, difficult labors with 
prolonged suppuration, or infectious diseases during childhood are like- 
wise important for the diagnosis. 

By digital examination, the diagnosis of hymenic atresia is eaay. 
Often the black blood shows through the attenuated hymen. Nor is 
there any doubt about the case in vaginal atresia. The combined exam- 
ination demonstrates a fluctuation, or at least a distinct connection of the 
abdominal, tensely elastic tumor with the vagina. 

Palpation must be done with the greatest care; any strong pressure 
may rapture the tube. Then fatal peritonitis is the usual oonseqoenoe. 

As we have generally to deal with nulliparae, excepting the few < 
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•of aoqnired atresisB, the abdominal coTeringB are resistant, and render 
palpaticm difficolt In snoh oases, it is better to desist from closely 
palpating an indistinct tumor situated on the cysi The uterus is most 
readily palpated. The tube extends laterally as an indistinct resistance. 
Even if merely suspecting a hssmatosalpinz, any strong pressure should 
be ettitted. 

If the external os be closed, or if theTagina end above in a cicatricial 
«Bl-de*sac, the blind pouch of the vagina must be carefully examined 
through the speculum. 

The diagnosis is difficult in unilateral hmmatometra. The tumor, 
there forming, so greatly displaces all the pelyic organs that the knowl- 
edge of the normal relations does not help us. Amenorrhoea is also 
4U)9eiit, for the non-oocluded horn of the uterus menstruates normally. 
Oa examination, we feel a tense tumor adjoining the vagina. If the 
finger is still able to enter the vagina, the diagnosis will be easy after 
<XHnbinded examination, bearing the malformation in mind. But if the 
h»matocolpos is so large that the finger cannot be introduced, the sound 
must demonstrate the presence of a lumen. 

In more superiorly situated atresia, the os uteri adjoins the expanded 
cyst in semilunar form, conveying the impression that the side of the 
cervix is considerably distended. As the cyst is quite hard to the feel if 
ihe internal pressure be great, the diagnosis may hesitate between cer- 
vical myoma and lateral hsematometra. The diagnosis is also difficult if 
the seat be very high or if even the rudimentary uterus be completely 
Mparated. Certainty is reached only after prolonged observation, by 
exclusion, and by oft-repeated careful exploration with all combined 
methods. 

A very excellent, harmless diagnostic auxiliary is the exploratory 
puncture with a Pravaz syringe. In view of the importance of a correct 
diagnosis, the exploratory puncture is to be performed in every doubt- 
ful case previous to the operation. The presence of the thick black 
blood alone, which can be mistaken for nothing else, permits the recog- 
nition of hsematometra. Bright blood is drawn from every fibroma by 
-the syringe. It is self-evident that the skin and the syringe must be 
-disinfected in the most careful manner. Employment of an unclean 
syiinge may cause ichorous degraeration. 

Prognosis. 

The prognosis is good only in low vaginal and hymenic atresia. In 
aO other gynatresisB, the prognosis is doubtful. Without operation, the 
ever increasing pains greatly impair the nutrition, and the danger of 
an eventual rupture of a hasmatosalpinx is always present 

With correct diagnosis and treatment, i. e., operative opening, the 
prognosis is likewise doubtful, owing to the danger of sanious metamor- 
phosiB and of rupture of the tube. 
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However, if the patient has happily reooyered from the operation,, 
and if a sufficiently large discharge opening has been made, the gynatre- 
sia is definitively cored. 

Treatment. 

The treatment consists in the operative prodaction of a permanent 
opening for the escape of the menstrual blood. 

In hymenic or vaginal atresia a puncfcnre is made, and then a suffi- 
ciently large opening cut into the obstructing membrane with pincette 
and Cowper's scissors. Should the membrane be very thick, the union 
of the two surfaces by the button suture is to be recommended. 

But if the lower part of the vagina be absent, great caution is neces- 
sary. Combined examination from the urethra and rectum is first per- 
formed to permit of an estimation of the thickness of the intervening 
connective tissue. If a thick cord be present, a transverse incision 
between urethra and rectum is first made, and the finger works upward 
toward the tumor, of course with continually repeated control from the 
rectum and bladder. Even if we fail to produce a real tube surrounded 
by muscular strata, a great deal has been gained by giving egress to the 
retained, and later the menstrual blood, by the natural passage. 

However, should the urethra or the bladder lie immediately upon the 
rectum, so that even with the greatest caution perforation of the rectum 
or the urethra and bladder must be feared, it may be quite impossible to 
form a vagina. Although the simplest and apparently the easiest way 
would be to force in the trocar from the rectum, this must not be done 
on account of the penetration of intestinal gases and consecutive slough- 
ing. The urethra must be dilated, and an artificial vesico-vaginal fistula 
produced, so that the retained and future menstrual blood fiows into the 
bladder. Caution is also necessary here on account of the danger of in- 
juring the peritoneum and the ureters. 

Should the occlusion be high up in the vagina or in the external os 
uteri, the vaginal portion is to be sought from the anus, and we work 
toward it in the rudimentary vagina and plunge a long curved trocar 
into the blood-cyst. Its tube is first allowed quietly to remain. It is 
not removed until several days later, when the opening is to be opera- 
tively widened. If the locality is well recognizable, the use of the knife 
may be permissible for making incisions or excisions so as to gain a 
larger opening. 

But if the accurate identification of the relations in the region of the 
occlusion be impossible, it is better to undertake the dilatation with 
blunt dilators. It is of the utmost importance in this operation to 
employ all antiseptic precautions (Chapter VL). 

If there be a lateral haematocolpos, a piece of the septum is to be 
excised (comp. Figs. 83 and 84). 

Great difficulties must arise if the rudimentary hom^ distended by 
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retained menstrual bloody be at a great distance from the vagina. Here 
also we must operate if the diagnosis be certain. Bat insufficient expe- 
rience makes it appear doubtful whether we should first seek to render 
the tqmor adherent to the vagina, or whether it is not much more 
oorrect to attempt to reach it by laparotomy and remove it wholly or in 
part. 

Experience teaches that the operations on hsematometra are very 
dangerous. The dangers consist particularly in sloughing of the cyst and 
in rupture of the tube. 

Sloughing often occurred because the operator hesitated to empty all 
of the retained fluid at once and to irrigate the sac with disinfectants. 
It was feared that the hyperdistended uterus would be unable to contract, 
and hence refill with fresh blood. It is questionable whether this fear is 
justified, and whether an irrigation with a double-current catheter (p. 48, 
Fig. 22) is not permissible. With this instrument as much fluid is 
injected as is returning, a remnant being left in the sac. This fluid can 
be renewed every two or three hours if the catheter be left. And in the 
mean time the cyst will be able to contract gradually, as the contents 
can escape from both tubes. Instead of a double-current catheter, the 
introduction of two rubber tubes may also be recommended, one for the 
admission, the other for the exit of the fluid. 

The contents of the cyst are at times so tenacious and thick that they 
cannot be removed in this manner. Although real coagula or other 
formed masses do not occur, the tarry blood does not continuously flow 
from a catheter. Therefore, the following rules are valid: If there be 
only a demonstrated retention in the vagina, complete removal of the 
blood is permitted. Should, however, the uterus or even the tube par- 
ticipate, the fluid must be allowed to escape gradually and spontaneously. 
At most, the contraction of the uterus may be hastened by ergot or 
ergotin. But no pains must be spared to prevent decomposition during 
the gradual escape by appropriate prophylaxis. Independent of antisep- 
os before the operation, the genital region must be permanently irrigated 
while the fluid flows profusely. Should it escape slowly, a large wet 
carbolized compress is laid over the entire genitals. This compress is 
renewed every thirty minutes. Should the fluid pass merely by drops, 
the entire genitals should be surrounded by benzoated or salicylated 
cotton. 

Sitz-baths are contra-indicated on account of the danger of rupture 
of the tube during movements of the patient. 

We have seen that rupture of a hsBmatosalpinx is frequently followed 
by fatal peritonitis. The rupture often occurred spontaneously. The 
tube must follow the contracting uterus, and the motion of the tube in 
this dislocation led to rupture. But especially every trauma, such as 
sadden change of position, vomiting or sneezing, pressure on and com- 
fression of the abdomen, lead to rupture. For this reason, pressure on 
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tile abdomen is to be stricUy prohibited after pnnctare. The patient ii; 
to be most strongly impressed with the &ot that the least motion may 
cause her death, and tiiat henoe die must lie perfectly qniet. 

Theoretically counter-indicated is also the withdrawal by theasgiratcr 
or the syringe. In the first place, the opening of the aqiirator needle is. 
so small that it can hardly be found again in the depth, and is certainly 
dilatable with difficulty. Furthermore, if the uterine walls do not fol- 
low, the aspiratory force of the instrum^it acts like tiiat of a cup, and^ 
thus additional blood is even sucked in. 

It is to be obserred that the diagnosis of the special form of the gyna- 
tresia is frequently possible only after the danger has passed by and the- 
cyst has disappeared. Although the general diagnosis of ** hsBmatonnrtm ^ 
may be clear, tiie positiTe differentiation of the peculiar anomaly of deiFelr^ 
opment does not succeed until subsequently, after the cessation of the- 
displacement of all the pelvic organs caused by the cyst, during the then, 
possible, harmless palpation, combined examination, and sounding. 
Thus it was in Freund's instruotiye case. Oompaie p« 146^ 'Bigk 83 and 
84. 
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CHAPTER X. 

INFLAMMATION OF THE UTERUS. (ACUTE METRITIS, CHRCWIC 

METRITIB.) 

A. Gekebal Bbkabes. 

A PROOBESSiyB inflammation of the conneetive tissue is likely to ooear 
in the utwms as well as in other jdaces, if there be a woond whieh becomes 
infected. Owing to the deep, sheltered position of the uterus, aooidenfcal 
wounds will be hardly possible. Only in the puerperium, in which there 
are always wounds in the cervix and afc the os in consequence of parturi- 
tion, where the puerperal fluids of the genital tract become easily infected 
and decompose, will a progressive inflammation, a metntis, arise. The 
hypenniii& of idie puerperal uterus, and the specific dangerous qniditpf of 
Ml infecting agent, cause the frequently pernicious and progresave char- 
acter of the metritis in the lying-in period. Outside of the puerperium, 
it is usually the physician who causes a lesion during his manipulftticms 
on and in the uterus for therapeutic purposes. If this wound becomes 
infected, either directly by unclean instruments, or by decomposition: of 
the woond secretions if not artificially removed, a conneotive-tissuo in- 
flammatifm, a metritis, must likewise arise. Outside of the puerp^mm, 
owing to the small quantity of blood in the uterus, these inflammations 
are usually not dangerous and become important only if they extend to 
the peritoneum or the loose parametric connective tissue* 

That a wound alone, or the decomposed vaginal and uterine contenie 
ahne, do not cause metritis is proved, on the one hand, by the many 
primary unions after plastic operations on the uterus; on the other, by 
the casea in which offensive, decomposed menstrual blood gradually dis- 
appears without any untoward accidents. 

These ^^ traumatic'' forms of metritis must always possess an acute 
character. 

All chronic alterations of the uterine parenchyma are either secondary 
or they qui^ distinctly follow pathological conditions of the vessels. 
The close attachment of the peritoneum to the muscularis hardly permits 
of an isolated peritoneal inflammation without participation of the ad- 
joining uterine layers. And in disease of the mucosa^ especially in ade- 
noid, deeply extending prolif erations, the neighboring uterine parenchyma 
becomes likewise infiltrated and hypertrophic. 
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The idiopathic, chronic metritis, however, is the conseqaence of irre- 
galarities in the distribution of blood. After abdominal plethora, after 
disturbed puerperal involution, after excessiyely profuse or insufficient or 
abnormal menstruation, the uterine vessels remain permanently dilated. 
Tlie thus effected, superabundant nutrition of the uterine parenchyma 
causes hypertrophy of the uterus, and this hypertrophy is denominated 
an inflammation — chronic metritis. Such a metritis, therefore, is always 
the consequence of lasting injuries, a distinctly chronic process. 

To be included among chronic forms of metritis are the chronic affec- 
tions of the mucous membrane, whether the endometritis is primary and 
the metritis secondary, or the reverse. 

According to what has been stated, we distinguish: 1. Acute metritis 
(progressive inflammation of the connective tissue: 2. Chronic metritis 
(vascular dilatation, hypersemia, hypertrophy of the uterus): 3. Endome- 
tritis (metritis mucosa, the pathological conditions of the uterine maoous 
membrane). 

B. Acute Mbtbitis. 
Etiology. 

Should an incision be made in the os uteri without sufficient disinfec- 
tion, should a plastic operation be performed without antiseptic precau- 
tions, and should even sounding be done with an unclean instrument^ a 
quite acute inflammation of the uterus may ensue. Especially often 
have ichorous sponge-tents and lack of antiseptic care in laminaria dila- 
tation given rise to acute metritis. Furthermore, the application of 
intra-uterine or of ill-fitting vaginal pessaries may be followed by metritis. 
An excessively long stem penetrates the mucous membrane, the secretions 
decompose, and infection of the wound, re-inflicted with every motion ol 
the uterus, takes place. After cauterizations of the uterus, with retained 
decomposing crusts or caustics, an acute inflammation likewise occurs. 
Gonorrhoeal infection at times acts in a similar way. From these causes 
forms of metritis arise in which all the substrata of the uterus, perito- 
neum, parenchyma, and mucosa, equally participate, so that there exists 
acute endometritis, metritis, and perimetritis. According to the promi- 
nence of the one or the other, the diagnosis is determined. 

Anaiomy. 

In acute metritis the uterus is often considerably enlarged. If we 
assume in non-puerperal cases the same anatomical conditions as in the 
puerperal, there occurs an infiltration of the tissues with serous fluid and 
a copious emigration of leucocytes. In harmony with the close connec- 
tion of the substrata of the uterus, perimetrium and endometrium parti- 
cipate in the inflammation. 
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Symptoms and Course. 

The symptoms of acute metritis consist primarily in fever. As in 
traumatic erysipelas^ with which the disease is altogether identical^ very 
high temperature and rigors occur. Moreover^ there is distinct swelling 
of the uterus, which feels surprisingly soft, and which may reach the 
size of the uterus at the third month of pregnancy. The pains, the third 
symptom, often have clearly the character of peritonitic pains, forcing us 
to the conclusion that the peritoneum participates. However, cases 
occur in which there is at first no sensitiveness on pressure, hut merely a 
dull pelvic pain. This is to he referred to the increasing hypersBmia, 
the swelling, and the pressure to which the uterine nerves are subjected. 
As in pregnancy nausea and vomiting occur with enlargement of the 
uterus, so it is in the present case. The bearing-down is also to be inter- 
preted as a symptom of complicating perimetritis. If the metritis is the 
consequence of gonorrhoic infection, there is at the same time a quite 
considerable, often bloody discharge of pus. 

As in erysipelas abscesses occur in the infiltrated tissues, so pus may 
form here in the uterine parenchyma. To be sure, without watching the 
case from the beginning, or without post-mortem examination, the dif- 
ferential diagnosis between perimetritic or parametritic and uterine ab- 
scess is impossible. The abscess may perforate in every direction, into 
the bladder, rectum, uterine or peritoneal cavity; in the latter case fatal 
peritonitis results. The diagnosis is certain if the knife open the abscess 
accidentally. Thus I have observed an acute metritis after bilateral 
discission. Later a dilating operation was again performed. In the 
coarse of it a teaspoonf ul of pus suddenly fiowed over the surface of the 
incision. 

Diagnosis and Prognosis. 

The diagnosis is evident, especially, from the anamnesis; the pains 
on pressure, the discharge, the enlargement of the uterus, and the 
knowledge of any infection which may possibly have occurred render the 
case dear. 

The prognosis is to be reserved, on account of the participation of 
the peritoneum, the remaining hypertrophy of the uterus, and the forma. 
tion of an abscess. 

Treatment. 

The treatment is antiphlogistic. The vaginal portion of the cervix 
is engaged in a speculum and scarified. The larger the quantity of blood 
that escapes, i. e., the greater the hypersemia of the uterus, the more 
frequently should blood be drawn; but not oftener than once every 
twenty-four hours, as the entire manipulation is painful, owing to the 
implication of the peritoneum. The vagina is to be irrigated with luke- 
warm water every six hours. Caution is necessary in this, and, especially. 
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the irrigator alone shoald be used. If the abdomen ib yerj sensitiye ta 
pressure, an ice-bladder is applied^ otherwise a Priessoitz cataplasm* 
The latter forces tbe patient to maintain a qaiet position in bed. Shoald 
the vagina be inaccessible, leeches may be applied to the abdomen or the 
perinemn. Their number is gorerned by the general condition; less than 
five leeches will have no effect, more than ten or twelve^ howeyer, are 
injurious 

If the pains are too violent, we mast resort to morphine. It is very 
important to empty the bowels. Should constipation have existel for 
several days, we give calomel, 0.5 gm., and after profuse action exhibit 
some tinctura thebaica to quiet the bowels. Smaller, repeated dosea of 
calomel cause salivation within two or three days, and therefore are 
strictly cautioned against 

After cessation of the fever and pains, rest in bed for several days, 
cataplasms, and eccoprotics shoald be used. Perhaps, daring the after- 
treatment, injections of ergotin may be serviceable in oansing the diminu- 
tion of the uterus. 

0. Chbonio Metbteib. 

Etiology. 

All conditions and circumstances leading to repeated hypeisBmia 
of the non-gravid uterna or preventing the normal puerperal involution of 
the organ, are of etiological importance in chronio metritis. Normally 
we have, in menstrual congestion, a 8tadium xncrtme$Uij an acme with 
rapture of the vessels — the hemorrhage, and a stadium decremetiH — the 
diminution and regression. When for any reason this normal oonrse of 
menstruation is interrapted, disturbances of circulation result Gauaes 
of circulatory disturbances are: Exposure at the time of menstruation^ 
neighboring tumors, changes in the ovaries, and displacenients or flexions 
of the uterus. In such cases, on the one hand, dysmenonJKBfk ariaes — ^in 
infantile, small uteri— on the other, chronic hyperasmia^ profuse menstrua- 
tion, uid relaxation of the uterine parenchyma. Moreover, in longH»B- 
tinued disease of the uterine mucous membrane, the inflammation irII 
extend into the parenchyma. If there be a very intractable gononhoic 
endometritis, the musculature of the uteras always eventually partku- 
pates. Again, in chronic inflammations in the surroundings of the uterus, 
especially in perimetritis, the uterus will gradually hypertrophy. This 
also is the case in those displacements which prevent the return of blood, 
that is, lead to stasis in the uterine parenchyma. Even a retardation of 
the oirculation of blood in the domain of the inferior vena cava has an 
influence on the uterus, that organ taking part in the general abdominal 
plethora. In many uterine tumors, too, the seat of the growth becomes 
hypersemio and hypertrophic. 

The preponderating majority of the cases, however, occur in women 
who have borne children or aborted. We know that every peri- and para- 
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metritis distorbs the inrolatioii of the uterus. It has been demonstrated 
th«t the puerperal diminutioa of the uterus progresses slowly during everj 
inflammatory pelyie affection. As in many oases the uterus is not only 
temporarily the path for the progressive puerperal inflammation, but 
permanently the seat of the inflammation proper, a slow diminution 
of the infiltnifced, searously macerated, inflamed organ may be expected* 
Howeyer, not only after inflammations, bat after mere disturbances in 
tiie lying-in period, for instance, hemorrhages, defective contraction, 
post-puerperal retroversions, etc., the uterus remains extraordinarily 
hagk. AJK)rtion% trso, especi^y if frequently reeorriag, are to be iaoul- 
pated. If they pass unfavorably, tiuey oanse the same dangers as 
parturitions; if they run a favorable oourse, the women take too 
little oare of themselves, thereby again causing dangers. Ohronic con- 
stipation, early getting-up, exertions, etc., likewise disturb the invda- 
tion. While normally, in tetanic contraction of the uterine musculature^ 
the nutrition of the uterus becomes impaired and the musculature in 
omaequence undergoes fatty degeneration, in disturbances of involution 
the uterus remains large. All its vessels are dilated, particularly those 
least inflneneed by the contracting musculature, the marginal vessels. As 
a ratal t too much blood circulates in the uterus, it is too well nouridied, 
the fatty metamorphosis does not ensue — a utarine hypertrophy exists.. 
Masturbation and coition, i. e., the congestion following sexual excite- 
ment, have been likewise inculpated. However, during police examina- 
tions of public women, the group of symptoms of the unoomplicated 
chmnio metritis is by no means frequent. 

Anatomy. 

The oaly facts positively demonstrated are, the enlai^ment of the 
utenu^ the dilatation of the vessels, particularly the larger, and the fre- 
quently oomplicating peri- and endometritides. More theoretically, 
stages were formerly distinguished. The first was described as like the 
acute Metritis, the second as like the chronic, the third as resembling the 
condition found in senile involution. An opinion is not very easy, par- 
ticularly because no woman dies of chronic metritis and because the 
disease causing accidental death may greatly alter the relations. Thus an 
opinioiL respecting the anatomy has often been formed from pieces excised 
from a hypertrophied vaginal portion. Bat here the views of authors 
differ, some referring the hypertrophy to proliferation of the connective 
others to juroliferation of the musculature, and others again to* 
hyperplasia. 

Should a uterus affected with chronic metritis come accidentally under 
oiMervation, we shall find, in the first place, multiform deposits on the 
perimetrium. Adhesbns, pseudo-ligaments, cross the surroundings; the 
uterus appears much darker than in normal cases; the body is often soft, 
oompfeasible, facetted, somewhat irregular in form; the shape differs in 
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Tarious dislocations. On section, too, the parenchyma is red, not white 
ar pale pink like the normal uterus. At the margin of the uterus we 
find many severed wide vessels. In microscopic sections, a decided pre- 
dominance of the connective tissue over the muscular fibres is eyident. 
Furthermore, the vessel walls are greatly thickened and stiff, a section 
from the margin of the uterus exhibiting a distinctly cavernous struc- 
ture. 

Symptoms and Course. 

All the morbid sensations and pains peculiar to the female sex oooor 
in chronic metritis; there are no pathognomonic, characteristic symptoms 
belonging t6 this affection alone. 

The symptoms can be most easily described if the hypertrophy is a 
sequel of abortion or the puerperium. To be sure, in many cases we haye 
to deal with slight deviations of the uterus or affections of neighboring 
organs. Still, cases occur in which the uterus is in absolutely correct 
position, and we find the symptoms ordinarily ascribed to metritis. The 
women complain of pains during walking and standing, bearing-down, 
perpetual annoying sensation of pressure in the pelvis, even of symptoms 
present in incipient prolapsus. Incidentally, there are phenomena resem- 
bling early pregnancy. For, anatomically, the processes in the uterine 
parenchyma are similar. The patient complains of vomiting, loss of 
appetite, constipation, tenesmus of the bladder caused by the pressure 
of the heavy uterus resting on that yiscus, pains in the mammss, the 
stomach, the whole abdomen, the back, etc. With this occurs hysteria 
in the most comprehensive sense, perpetual peevishness in consequence of 
the unceasing pains or at least the abnormal sensations. Owing to the 
pronouncedly chronic course of the affection, accidentally superadded in- 
juries are self-evident. Invariably the women, whether of the upper or 
lower classes, neglect to take care of themselves. Should the injuries be 
of a nature to provoke hypersdmia, to lead to congestions, the condition 
is rendered worse. On the other hand, rest, abstention from coition, and 
appropriate treatment improve the state. Benewed injuries again cause 
exacerbations. T/ius there is the possibility of recovery ^ hut (actually the 
cure is very rare on account of the continued occurrence of injuries. Even 
the menstrual congestion alone may each time effect an exacerbation of 
the condition. In the course of chronic metritis anomalies of menstrua- 
tion occur. Dysmenorrhoea, enormous but painless hemorrhages and 
quite atypical discharges of blood are observed. These symptoms are re- 
ferable rather to the affections of the endometrium. The uterine mucosa 
from the fundus to the vaginal portion becomes diseased and secretes pus 
or normal secretion in abnormal quantity. The glandalar organs of the 
cervix proliferate and cover the external surface of the yaginal portion 
in adenoid new-formations. 

The uterus is always felt to be thickened; pressure upon and move- 



INFLAMMATION OF THB UTEBOS. 15T 

ment of the organ on combined examination are painful. If sterility be 
preeent; it must be referred to eventual complications— adhesions, flexions- 
of the tube, displacement of the ovaries. In non-complicated cases of 
ohronic metritis, conception frequently occurs. However, after long- 
oontinued observations, I must side with the authors who bring frequent 
abortion in connection with chronic metritis. 

The course, as appears from the description of the symptoms, is 
chronic; many exacerbations produce a retrogression in the cure. By 
the influence of the chronic hyperaemia, the time of the menopause is 
po6tiK)ned. Often the symptoms even become worse in the climacteric 
period. And eyen after the definite onset of senile involution, a slightly 
purulent secretion of the endometrium persists often for decades. K 
hysteria was the consequence of metritis, it may remain in its full extent 
after the menopause. 

Diagnosis and Prognosis. 

In nearly all affections of the uterus a chronic metritis must be diag- 
noetieated. Thus the peculiar hypertrophy exists in carcinoma and 
fibroma as well as in the displacements of the uterus. Pre-eminently,. 
howeTer, in extensive pelvic peritonitis, the uterus is always in a condi* 
tion which admits of the diagnosis of chronic metritis. Formerly, be- 
fore physicians knew how to differentiate the several diseases of the 
ntems, chronic metritis was exceedingly often diagnosticated. But 'if 
we first exclude all other pathological alterations, few cases will remain 
of simple, uncomplicated, chronic metritis. Its diagnosis requires an 
enlargement of the uterus, sensitiveness both spontaneous and on pres- 
sure, and abnormalities in the secretions, whether consisting merely of 
menstrual anomalies or whether discharges of any nature demonstrate- 
the participation of the endometrium. 

in the differential diagnosis, pregnancy in its first months enters pre- 
eminently into the consideration. If it be not suspected or if it be 
denied, a mistake is possible, owing to the almost identical subjectiye 
symptoms. As the treatment necessary for chronic metritis may be fol- 
lowed by abortion, in every doubtful case a careful examination, and if 
need be a prolonged observation will be required. 

The prognosis is unfavorable. Especially in cases dating from the 
puerperium, the alterations, vascular dilatations, are so considerable that 
a restitutio ad integrum is impossible. But if the last cause remains, 
the symptomatic treatment will have little effect If the chronic me- 
tritis is the complication of another, non-removable cause, cure is like- 
wise impossible. However, even in the cases in which cure lies within 
the bounds of possibility, carelessness of the patient, incompleteness of 
the cures, disregard of the physician's directions, abortions and labors, 
new metritides and other injuries, always again provoke exacerbations 
whioh^ though admitting of temporary amelioration, actually and f unda- 
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mentally render the patient an inyalid. The reflex effoot of the om- 
tinnal illness on the mind and body undermines eren the strongest eon- 
stitution, making the patient debilitated, sickly, and but slightly resistsat 
toward other interoarrent diseases. With long-continued rational treat- 
ment and the abeenoe of additional injuries, a condition is XK)S8ible which 
is equal to cure. 

TreaimenL 

According to our delineation, metritis is yery frequently complicated 
with other affections, or is the consequence of other diseases. For this 
reason, the point of attack for the treatment is seldom the uterus alone. 
The manifold inflammatory processes around and within the vtems 
make it appear necessary to commence first an antiphlogistic treatment. 

The patient must be careful of herself in the most comprehensiTe 
sense. Particalarly such injurious inflaences as incite a congestion of 
the internal genitals are to be avoided. Dancing, horse-back exercise, 
carriage riding and railway travelling, climbing stairs, physical exertions, 
etc., are to be interdicted. Pre-eminently, however, coition must be 
abandoned, because the condition is made worse partly by the hyperae- 
mia during the orgasm, partly by eventual pregnancy and abortion. 
Besides these, defecation is to be regulated. The choice of means de- 
pends upon the variable circumstances. As -the constipation is usually 
of very long standing and obstinate, care should be had to employ such 
measures as will be borne for some length of time. Often it is neoessary 
to change the remedies repeatedly, lest the patient become gradually 
accustomed to excessive doses. Drastics are by no meand contra-indi- 
cated; in moderate doses they often have a better effect on appetite and 
digestion than the salines. Owing to the anaemia, iron is preferably 
combined with the cathartics, as in the form of pill. aloe, et ferr., two 
to three per diem. In very anssmic patients, ferrated waters are to be 
employed, but strict watch must be kept lest the appetite suffer or oon- 
stipation occur. The soluble saccharate of iron and the pyrophospho- 
rated iron water are preparations which are very well borne. €k>od re- 
sults are also secured by a well-directed cure with laxative spring waters 
— Elster Salzquelle, Franzensbad, Eger, Marienbad, Eissingen, Carlsbad, 
Tarasp ("the Carlsbad of Switzerland '*), etc. Not a few patients even 
feel so well after regulation of the digestive apparatus that they believe 
themselves cured. If salines are not well borne, the whey and grape 
cures are likewise to be recommended. The family physician here has 
a wide field for painstaking activity, and especially with unreasonable 
patients his task is to insist with great severity upon regular diet and 
the avoidance of injurious influences. 

' The local treatment consists in first removing everything pathologi- 
caL If the vaginal portion be very large and hypersemic, scarifications 
are made from which one to two tablespoonf uls of blood escape. After 
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the soarifioation^ the hemorrhage is arrested with a glycerin tampon. 
The glyoerin abstracts moisture from the tisBoes^ thus having a desieoat- 
ing effect and diminishing the swelled Taginal portion. In more reoent 
caaes^ a kurge yaginal portion^ after a single soarifioation and glyoerin 
tamponade for three or four days, may have diminished one^half . As this 
treatment is rery simple and harmless, it is to be urgently recommended. 
The abstsaction of blood is repeated at most six or eight times in the 
intermenatroal period, while the glycerin tamponade may be continued 
for weeks. Xhe glycerin may be mixed with iodine or the vaginal por- 
tion may be previously painted with iodine. Also inunction of the va- 
ginal poartifm 'with an iodoform ointment has been recommended. How- 
ever, I should iqr the greatest stress on the BBarificatiansJuid the glycerin 
tamponade. Incidentally, of course, the affection of the internal sur- 
face of the cervix must be looked after. Should the vaginal portion 
remain large in spite of the treatment, and if this enlargement is not 
caused by easily evacuated ovula Nabothi, a wedge-shaped excision of both 
bypertrophied lips is to be commended, after the method described on 
page 139 (see Figs. 78 to 80). As, after amputation of the bypertro- 
phied vaginal portion of a hypertrophied uterus, the latter frequently 
diminishes in general extent, amputation has been recommended as 
nothing less than the most rational treatment in chronic metritis. 

In cases of uncomplicated metritis I have repeatedly undertaken dila- 
tation with laminaria for therapeutic purposes, have irrigated the uterus, 
swabbed it, and painted it with iodine. Immediately after the procedure, 
one or two syringefuls of ergotin solution (1 : 8) were given hypodermi- 
eally. In this way we often effect a quite material reduction of the 
nterus, improvement of the endometritis, decrease of the hemorrhages, 
and thereby an improvement in the general condition. 

Should, however, as is frequently the case, the chronic metritis be 
complicated with pelvic peritonitis, the treatment is directed more against 
the perimetritis. Here Priessnitz cataplasms, not over-warm sitz-baths, 
«tc, are in place. Irrigations of the vagina, too, during the entire 
^duration of the sitz-baths, often have a good effect 

Watering-places nowadays are frequently visited without the advice 
of the physician; saline, mud, and steel baths being most in favor. A 
direct influence of any definite bath on chronic metritis must be decidedly 
denied. A spa is to be selected according to the temperament, the social 
position, and the entire habit of life of the patient. The enforced 
idleness, the great physical and mental rest often have more effect than 
the quality of the spring. Not rarely it will occur that of two patients 
suffering from the same affections, one will return from the spa almost 
cured, the other rendered decidedly worse. In general it may be said 
that forest life, sea-baths, carbonic-acid cool baths, and cold-water cures 
are effective in nervous individuals without appetite; that saline baths 
juid mud-baths should be recommended in more recent peritonitic affec- 
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tions; and that in ansemia, ferruginous waters^ best in conjonction with 
laxatiyes, are to be employed. Not rarely^ the prolonged, warm, full 
baths are exciting; the patient, therefore, should be told that after a few 
baths she must feel better. Should the reverse occur — ^nerrousness, sleep- 
lessness, anorexia, and great excitement— only local applications and 
sitz-baths must be employed. The first rule to he adhered to is, that a 
patient should never drink the waters or take the baths of any spring 
taithout being under the observatory treatment of a spa physician. 

Should the metritis be complicated with or be the result of displace- 
ments, the latter are the objects of treatment. 

Oonsequently, in a whole series of affections of the female genital 
organs^ we shall revert to the treatment of chronio metritis. 
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CHAPTER XI. 

DISEIASES OF THE ENDOMETBIUM. 

A. AOUTB Bkdombtbitis. 

AoxTTB endometritis is a concomitant phenomenon of acute metritis 
(described on page 152). Especially in gonorrhoea! affection^ but also 
from infectious or irritating intra-uterine pessaries, as well as after intra- 
uterine medication generally, the affection of the endometrium manifests 
itself by copious secretion. The mucous membrane in such cases becomes 
distinctly sensitive. A similar process occurs physiologically lefore and 
after menstruation, and displays itself by slight, watery, mucous, san- 
guineous secretion of the internal surface of the uterus. The importance 
of acute inflammation of the endometrium as well as its treatment are 
identical with that of acute metritis. 

B. Ghboisio Ekdohbtbitis. 

Much more frequent are the chronic pathological conditions of the ute- 
rine mucosa, in which it is possible that the entire mucous membrane from 
the external os to the fundus, or merely the cervix, or the uterine cavity 
akme, is morbidly altered. The most frequent is cervical catarrh, then 
oomes the affection of the entire mucous surface, and the rarest are 
pathological conditions confined to the mucosa of the body, as in endo- 
metritis fungosa. 

Etiology and Anatoiny* 

Considering first the catarrh of the entire internal surface of the 
uterus, cases are of frequent occurrence which must be called hyper- 
secvetion rather than catarrh. Particularly in anomalies of menstruation, 
in chlorotic^ ansamic indiyiduals, the uterus produces a large quantity of 
^teirj mucua If the external os be narrow, and crowded close to the 
vaginal wall as in acute fiexions, the mucus cannot esci^, thickens to a 
firm lump of jelly, and gradually dilates the cervix. Even the whole 
uterus caa be expanded,, thick sounds passing the internal os vrithout 
hindrance. If we remove the mucus from the cervix, the ever suceeedr 
ing mncns indicates the participation of the endometrium in the hyper- 
secretion. Even in small uteri, we daily find one or two tea^MMBfuls of 
ninoua in the fundus of the yagina. 
11 
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Similar conditions also develop after abortions and labors, yet rarely 
in robust, plethoric women. On microscopic examination of the mass of 
mucus, epithelia from the internal surface of the uterus are by no means 
frequently discovered. Therefore, it seems to be simply a hypersecretion 
of the uterine glands. 

Should the condition of hypersecretion exist for a longer time, it seems 
to lead to alterations in the circulation. The entire mucosa thickens, 
menstruation no longer runs a normal course, and becomes especially 
copious in women who have borne children. In nulliparae, dysmenor- 
rhoea may occur. 

After prolonged existence, pus is often mixed with the mucus, particu- 
larly when the cervical catarrh predominates and there are erosions around 
the OS. The uterine secretions irritate the vaginal walls upon which pus 
then likewise forms. But cases also occur in which pus flows from the 
uterus. This is more frequent in advanced age. The positive demon- 
stration may be furnished by the test tampon (Schultze). A tampon 
dipped in glycerole of tannin is laid in front of the vaginal portion, and 
after twelve hours a tubular speculum is introduced through which the 
tampon is carefully withdrawn. The uterine secretions then can be 
plainly seen on its upper surface. 

In old syphilitic subjects and in the presence of chronic gonorrhoea, 
. the endometrium often secretes a thin-fluid pus without any admixture 
of mucus. Here then we must assume an iteration of the mucosa in 
which the glandular activity is placed in the background. And in fact, 
in old women, glands are frequently no longer found on microscopic ex- 
amination. 

A peculiar form of endometritis, limited to the mucous membrane of 
the body, exists if 4;he whole mucosa is hypertrophic, endometritis fun- 
gosa (Olshausen). In this form, cases occur in which there is a uniform 
velvety swelling, as well as such in which there is a villous condition of 
the mucous membrane. The etiology is obscure. On microscopic exam- 
ination portions are seen exhibiting throughout nothing but uniform 
hypertrophy of all parts of the mucous membrane. At times, however, 
the vessels are ectatic or the glands dilated. The latter may possibly be 
the sole cause of the hypertrophy, for in some preparations they are not 
dilated, but elongated, interlaced, closely packed on account of the dis- 
placement of the connective tissue of the mucosa, and nearly devoid of 
any lumen. Should this be the case, the condition approaches that of 
adenoma. Endometritis fungosa is often very obstinate, the treatment 
taking years. 

The so-called memhranov^ dysmenorrhma likewise belongs among the 
diseases of the mucosa of the body. In this affection, at every menstrua- 
tion the entire superficial layer of the mucous membrane becomes de- 
tached and is expelled with intense, labor-like pains in the shape of shreds 
of membrane. Bearing in mind that in membranous dysmenorrhoea the 
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expulsion of a membrane at every menstruation is the characteristic 
feature, the.diagnosis is easily made. Such a membrane must always be 
carefully examined with the microscope; in remnants of abortion, we 
often find chorion villi, frequently large decidual cells, glandular lumina 
without any or with epithelia in fatty degeneration; while the dysmenor- 
rhceal membrane shows the normal uterine mucosa punctured with red 
and white blood-corpuscles, together with but slightly enlarged connec- 
iive-tissue corpuscles and portions of glands. 

Symptoms and Course. 

In chronic endometritis the chief symptom is the increase and the 
•qualitative alteration of the uterine secretions; besides, the anomaly of 
menstruation, the monorrhagia. The latter is the characteristic symptom 
id endometritis f ungosa. With long-continued profuse discharge from 
the uterus the general condition suffers, though often the hypersecretion 
is referable to the anaemia, rather than the ansBmia to the hypersecretion. 
Owing to the complication nearly always present with metritis, we have 
in endometritis also all the symptoms described on pages 156 and 157. 
The course, as its name expresses, is pronouncedly chronic. 

Diagnosis and Prognosis, 

The diagnosis must not by any means be formed simply from the 
statements of the patient. On principle, the practitioner must credit a 
statement only when he has convinced himself of its truth. Patients 
-often give the most exaggerated descriptions, and call ''the whites" a 
quantity to be considered strictly physiological. Hysterical women, who 
frequently suffer from leucorrhoea, even on purpose lie to the physician. 
On the other hand, a patient using the irrigator daily may completely 
deceive herself about the quantity of the discharge, or the contracted os 
does not allow the mucus to escape, the cervix being dilated like an am- 
pulla^ For all these reasons, a digital and a specular examination is 
necessary. 

The differential diagnosis between the various discharges is made 
partly by the inspection of the stains in the linen (pus causes yellow, 
mucus pale-gray stains), partly also by direct inspection. That the en- 
tire uterine cavity is affected is learned, first, from the dilatation of the 
uterus; second, from the non-effectiveness of the treatment of the cervical 
catarrh ; third, from aspiration of the uterine contents with Braun's 
syringe. 

The prognosis is favorable under appropriate treatment But espe- 
cially the milder forms of hypersecretion are harder to cure than cases of 
copious purulent or sanguineous discharges. Of course, the prognosis 
depends also upon the complications, particularly metritis. 
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Treatment 

The treatment mast be general and looaL Both most act together in 
order to remove or mitigate this chronio affection. 

Begalation of the bowels^ building up of the constitution by iron, 
good nourishment, country life, or change of scene are necessary. If 
there be no suspicion of lung disease, which is often the case, sea or 
mountain air is to be recommended first of all. There are not a ttw 
cases in which the local affection disappears with the improyement of tho 
general condition. Especially in yirgins, a hasty local treatment should 
be warned against. The great difficulties in exploration as well as in 
every manipulation in the depth of the vagina greatly impede complete 
local treatmeut; the psychical excitement caused either by the pain and 
aversion to having the genitals touched, or, on the contrary, the sexual 
OJKcitement and the inclination to repeat the excitement independently, 
IS incalculable in its consequences. I believe I do not exaggerate if I as> 
8^ that in many a psychosis the local treatment of some uterine affec- 
tions, in itself slight, was the first cause. 

If the condition does not improve by constitutional treatment, we 
first try mild local measures. We order vaginal injections with salt or 
alkaline water. Should the discharge return even then, local treatment 
of the mucosa is indicated. In women with roomy vaginae, we might de* 
cide on local treatment sooner than in vir^ns. 

Before commencing the local treatment, the patients must be given to 
understand that an affection of many years' standing cannot be removed 
by a single cauterization, etc. We must emphasize the importance of the 
prolonged treatment, of perseverance, and conscientiousness, and warn 
against wilful interruption of the treatment 

In hypersemia, scarifications are useful. When, during the scarifica- 
tion of the vaginal portion, the blood escapes in large quantity, repeated 
abstraction of blood, glycerin tamponade, and painting with iodine are- 
indicated. The inner surface of the uterus must be carefully cleanseck 
previous to every local treatment. If the internal os be narrow, it must 
be dilated ; usually this is not necessary. With the uterine catheter 
(Figs. 23 to 2&, p. 48) disinfecting irrigations of the cavity are given. 
Then with the uterine rod armed with dry cotton (Fig. 32, ^, p. 62) the 
uterus is repeatedly wiped off until no more glairy mucus adheres to the 
cotton. If hemorrhage ensues, a uterine rod is armed with cotton, in- 
serted into the uterus and allowed to remain. Then a second rod, 
wrapped with very little cotton, is dipped in tincture of iodine and, itfter 
removal of the tamponing rod, quickly introduced into the uterus. The 
latter rod is allowed to remain one or two minutes. The readily diffused 
tincture of iodine is thus brought much more certainly in contact with 
the entire uterine qavity than if injected with Braun's syringe (Fig. 35, 
p. 68). After removal of the rod, the superfiuous tincture of iodine ia 
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carefully wiped off, and two or three daily lukewarm vaginal irrigationg 
ordered. 

In cases of simple hypersecretion, much better results are secured 
▼ith the above-described harmless treatment than with the recently 
recommended heroic methods of cauterizing and curetting the uterus. 
For the uterus is no fistulous track covered with unhealthy granulations 
and slow to heal. A partial destruction of this diseased mucous mem- 
brane has the therapeutic value of a direct abstraction of blood merely. 
If the mucosa is to be incited to a healthy secretion, nothing can be 
gained by taking away portions of it. It is much more important to re- 
move the secretions and then to bring the entire mucous membrane in 
contact with an alterative remedy. 

If the internal os be narrow, we are not sure of reaching every part 
of the uterus with the instrument. In that case, often the pressure with 
my catheter suffices to dilate the os. Particularly appropriate are my 
uterine dilators (Fig. 18, p. 41). No. 1 can be passed even into the 
nmlliparous uterus without special effort or pain. Immediately after its 
withdrawal large masses of retained mucus often well forth. The obje<ft 
having been the insertion of the rod armed with cotton so as to swab out 
the uterus, a greater dilatation is for the present uncalled for. Others 
prefer laminaria dilatation from the beginning. Indeed the dilatation of 
the tent in the uterus and cervix is needless if the internal os alone is to 
be stretched. Still it must be admitted that the antiseptic dilatation 
with laminaria is the most harmless in its consequences, and withal the 
easiest method of dilatation. A lasting effect may be ascribed to lami- 
naria dilatation; the expanded, serously infiltrated uterus often dimin- 
ishes surprisingly afterwards, especially if the procedure be concluded 
with a few ergotin injections. The uterus having been dilated with 
laminaria, it is irrigated, swabbed, and painted. If ineffectual, this 
method may be several times repeated. 

Should we secure absolutely no effect, or should there be from the 
beginning a purulent rather than a glairy discharge, a more energetic di. 
latation of the uterus is indicated, for the purpose of palpating the in- 
ternal surface of the uterus. This is often effected with surprising facil- 
ity; if the external os be wide, the finger bores into the uterus without 
encountering much resistance. In this the other hand must assist ex- 
ternally, that is to say, press and impale the uterus over the finger. 
Should the control from without be difficult, we operate in Sims' specu- 
lum, and insert into the anterior lip of the os, or into both lips, a Mu- 
seux tenaculum forceps (Fig. 15, p. 36). Then the finger penetrates 
into the uterus while an assistant holds the speculum. We may also 
operate without speculum, penetrating with one hand and holding the 
Muzeux forceps with the other. Schroeder has recommended, in diffi- 
cult cases, to incise the os on both sides. This has the advantage that, 
when the lips are turned over, we can see the internal surface, and that 
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the penetration into the uterus is greatly facilitated. In nulliparae, how^ 
ever, I believe it to be less dangerous to insert laminaria tents first an J 
dilate afterwards, either with Schultze's (Fig. 17, p. 41) or with Ellinger'ff 
instrument. These instruments are best inserted into the uterus in the- 
lateral position (Fig. 11, p. 34) through Sims's speculum (Fig. 12, p. 35), 
the vaginal portion having been fixed with tenacula. 

But here, too, I earnestly caution against force; there certainly are 
uteri of nulliparae which cannot be dilated sufficiently for the finger to reach 
the fundus. However, for the formation of the diagnosis it will do to in- 
troduce a sharp spoon (Figs. 26 and 27) or a curette (Fig. 38, p. 70). If 
these instruments can be readily moved to and fro, if they everywhere 
encounter the smooth internal surface of the uterus, without, perhaps^ 
scraping off too much in their downward course, there can be present 
neither pathological contents nor a largely tumefied mucous membrane. 
The recognition of that fact suffices. But if the contents are patho- 
logical, the entry is usually not difficult. Thus, where the entry is very 
difficult, we may suspect a priori that there is nothing in the uterus, 
And the reverse. Exceptions to this rule are small myomata, in the 
presence of which the cervix is at times quite hard and firm. 

Having formed the diagnosis that the mucous membrane is diseased 
without being hypertrophied, and that, perhaps, no tumor is present in 
the uterus, the cavity is treated with caustics. Instead of tincture of 
iodine, nitric acid may be used. The entire uterus is cauterized with a 
uterine rod. A mixture of carbolic acid, tincture of iodine, and water 
has also been proposed. Quite excellent results are often secured with 
the harmless wood vinegar. While an assistant holds the Sims spee^ 
ulum, a teaspoonful of pyroligneous acid is poured into the vagina in^ 
front of the vaginal portion, after the uterus has been wiped clean. 
Then my uterine rod, armed with some cotton, is inserted ten or fifteea 
times into the uterus, so that the acid is repeatedly pumped into the 
cavity. After the procedure, another uterine rod armed with a large 
tuft of cotton removes the superfluous vinegar from the vagina, lest it 
flow out on turning the patient. Strong solutions of alum, tincture of 
sesquichloride of iron, and many other astringents and caustics are also* 
in use. Liquids are to be prefen-ed to solid remedies. 

Not rarely an indication for therapeutic measures is derived from the 
hemorrhages alone. Both menorrhagia and metrorrhagia weaken the 
organism so that aid must be rendered. 

Of course, a large number of different diseases may cause hemor- 
rhages, and the cause, e. g., a myoma, often is quite evident. But casee 
occur in which the nature 9f the pathological process must be sought in 
a mere relaxation and repletion with blood of the entire uterus and 
especially the mucosa. Then a treatment is instituted having for its ob* 
jeot the arrest of the hemorrhage. Here, again, all the measures whick 
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hare an inyigorating influence on the organism in general, and attack 
the chronic metritis directly and indirectly, find application. 

If we intend to combat the hemorrhagic tendency of the mncous 
membrane, it is best to begin with the injection of tinct. ferri into the 
ntems by means of Braun's syringe. The procedure is described on 
p. 67. Previous to it, the vagina, the vaginal portion, and the cervix 
must be disinfected, lest any crusts possibly escaping from the uterus 
might decompose in the vagina. To prevent this, the vagina is irri- 
gated, besides, for two or three days after the procedure. Should the 
mucosa alone be the object of treatment, a preliminary dilatation is un- 
necessary. However, should the antecedents of the case be known, and 
there be a suspicion that the uterus incloses abnormal contents, or 
should combined examination disclose a peculiar softness and enlarge- 
ment of the uterus, the cavity must be explored. 

In this case, too, we first endeavor to enter without dilatation. This 
failing, rapid is to be preferred to slow dilatation. Firsty the long- 
existing hemorrhage always prepares the conditions for rapid dilatation 
equally well as is done artificially by laminaria; second^ the tent may 
easily bruise a polypus which becomes gangrenous, and endangers life by 
sepsis and peritonitis. I have made the post-mortem examination of a 
case in which, after the employment of sponge tents and destruction of 
a large mucous polypus, peritonitis could be demonstrated to have 
developed by way of the tube. Immediately after rapid dilatation the 
uterus is palpated. Should the finger encounter foreign contents in the 
uterus, their nature must be ascertained. In the above-described 
(p. 162) hypertrophies of the mucous membrane, removal from the uterus 
is indicated. This is done with the curette or the sharp spoon, with 
careful control from without. Sims's lateral position, speculum, and 
seizing the anterior lip of the os with tenaculum, greatly facilitate the 
procedure. The uterus is scraped out thoroughly in every direction. 
After completion of the operation the uterus is irrigated with three-per- 
cent carbolic solution. No purpose can be served by cauterizing subse- 
quently. It is better to favor the diminution by ergotin. After removal 
of the mucous membrane, the hemorrhage usually ceases with moderate 
labor-like pains for several days. 

If no distinct limitation of the mucosa can be felt in the depth, or if 
ragged tissue be deeply penetrated at a circumscribed spot, a malignant 
tumor is present. The latter must be diagnosticated by microscopic 
examination of the scrapings. 

After all procedures of that nature, the patient must keep as quiet as 
possible. Simple painting of the uterus with tincture of iodide or pyro- 
ligneous acid when the organ is relaxed may be performed at the oflBce. 
For dilatation the patient must always be abed, and if laminaria tents are 
inserted, rest in bed for three or four days is necessary, or for a longer 
time where there is a hemorrhagic tendency. If only my dilators Nos. 1 
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to 3 have been passed, the patient may get np after twenty-fonr honrs, 
provided she feels well. After curetting of the uterus, the temperature 
must be watched for three or four days, and the surroundings of the 
uterus be examined as to their sensitiyeness or the formation of tumors. 
The patient may get up only when no more blood escapes and the uterus 
is small and hard. Oft-repeated cleansing, disinfecting vaginal irriga- 
tions are evidently in place after every intra-uterine manipulation. 

For membranous dysmenorrhoaa, dilatation and strong caut6rizati<»8 
of the uterine cavity are to be recommended. 

0. ThB PATHOLOaiOAL CtolTDITIOirS OF THB OSBYIX UtBBI. 

Btiologtf. 

If we divide the uterus into two parts at the internal os, we hawe ween 
that disease common to both halves (metritis) is frequent. It is self-evi- 
dent, too, that if the body of the uterus is diseased, the va^nal portion 
eventually becomes involved, just as in long-standing cervical catanii 
with hypertrophy of the vaginal portion, not only the whole uterine 
mucosa, but also the entire parenchyma of the utorus will take part 
Still there are some causes which may effect disease confined to the k>wer 
half. In the first place, the vaginal portion is exposed to many injurious 
influences; it becomes lacerated in parturition, the cioatrioes in some 
parts cause congestion and hypertrophy, in others aneemia and atrophy. 
Should larger portions remain ununited, the granulating surface be- 
comes covered with atypical proliferations of epithelium. Oylindnoal 
epithelium seems to possess much greater energy of growth than pa^«- 
ment epithelium. The latter is displaced, while the former acquires 
territory in which it is not found primarily. The different aoatomioal 
quality of the glands is also important; those in the cervix are aciaons, 
easily proliferating; the uterine cavity contains only tubular glands. In 
the next place, the altered relations of pressure enter into the oonddiera. 
tion. If, in a nullipara, the vulva is closed and the vagina narrow, the 
entire pelvic floor forms a part of the abdominal walls. But in a multi- 
para with relaxed, roomy vagina, with descensus of the anterior vaginal 
wall, the intravaginal pressure is less. By the descent of the vagina the 
vessels are dragged down, congestion ensues, the stasis prevents involu- 
tion in the puerperium, the vaginal portion remains large, thick, ple- 
thoric, and irregular by the proliferation of cylindrical epithelium. 

During pregnancy the intimately anastomosing glands of the oervix 
have also become hypertrophic. In the puerperal uterus we find an 
almost adenomatous structure of the cervical mucosa. This hypertrophy 
also takes place pathologically, or remains after the puerperium. Per- 
haps there are individual differences regarding the quantity of the glands. 
Or else, an inflammatory irritation, which renders the tissue of the 
vaginal portion hypertrophic, causes in some cases a peculiar energy of 
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growth of the glands. Gaping of the cervical canal, besides, frees the 
cerrical mucosa from the pressure of the opposite side, and the bright-red 
mncons membrane projects directly into the vagina. If excessive nutri- 
tion of the entire uterus be superadded, or gonorrhceal infection, or 
erroneous, too irritating treatment, there ensues enormous hjrpersecretion 
of the cervical mucosa mixed with pus. 

In nulliparsB, however, it is possible, on the contrary, that the mucus 
cannot escape from the greatly contracted os externum and so expands 
the cervix, as we have repeatedly mentioned. 

Anatomy. 

Only very rarely is one of the three characteristic affections of the 
Tiginal portion — hypertrophy, superficial cervical catarrh, and glandular 
hyperplasia— present singly. Nearly always we find, although one pre- 
dominates, that the other two affections complicate, or else one affection 
is the cause or sequel of the other. 

Regarding, in the first place, hypertrophy; purely hyperplastic con- 
ditions of the connective tissue, and of the musculature without partici- 
pation of the glands, rarely occur singly. Although they are not con- 
genita] — ^for they are never found in the foetus — ^they are based on a 
defective transformation of the foetal uterus into the ripe organ. Such 
a hypertrophy is more frequently a concomitant phenomenon of chronic 
metritis, of hypertrophy of the entire organ. Or else the hypertrophy is 
die consequence of congestion, and the latter the sequel of dislocation, of 
descensus of the anterior vaginal wall— a condition which we shall con- 
sider separately. 

Isolated cervical catarrh is more frequently observed. That herein 
again the internal surface of the body of the uterus often takes part in 
the production of mucus we have explained on p. 154. In isolai^d cer- 
vical catarrh, the mucosa is thickened, spongy, and bleeds very readily. 
The mucus is mixed with pus, or consists of pure yellow pus, in gonor- 
rhceal infection. In the latter part of the lying-in, pure pus often escapes 
in large quantities from the vaginal portion. Withal the external surface 
of the vaginal portion may be quite intact; only where the cervical 
mucosa begins, a bright-red mass is seen when the external os is pulled 
apart. 

Inasmuch as this catarrh has its essential cause in an affection of the 
muciparous organs, it is natural that an increase or enlargement of the 
organs, the glands, is nearly always present. 

The pathological processes in the glands lead to what has been of old 
recognized as a concomitant phenomenon of uterine or cervical catarrh — 
erosions. A larger or smaller reddened portion, nearly always connected 
with the cervical mucosa and extending to one or both lips of the os, with 
'irregular surface, was seen through the speculum. This part clearly had 
an investiture differing from the normal. As the surface was at timet 
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apparently grannlated, it was called granular or papillomatous erosion, 
and when these "papillae" were greatly tumefied, it was denominated 
cockscomb excrescence. If some follicles, ovula Nabothi, retention cystB 
with mucous contents, were observed in the growth, this condition was 
specified as follicular erosion. A careful investigation of the natnre of 
this affection was not made; partly because the material was not suffi- 
cient, partly because the interest was centered more in the treatment. 
The several erosions were separated more in reference to the appropriate 
caustics than to the anatomical substrata. 

It was generally assumed that the epithelium disappeared first, and 

that then the underlying 
tissue began • to hyper- 
trophy, that, therefore, 
the surface of the erosion 
was formed of denuded 
papillae. An erosion in 

Fio.85.— ErosioD, abrasion; right and left paplUs. In the this SCUSC OCCUrS OCCa- 
oeotre, loss of epithelium. Protrufllon of the subepithelial sionallv in the Vagina aud 
strata, infiltration of the tissues, after FischL ,. ^ . .^ 

on the vaginal portion, 
which equals the vagina with reference to its surface (Fig. 85). 

In the great majority of cases, however, the condition is altogether 
different. 

It was Yeit's and Buge's undeniable great merit to have approached 
this question with careful patho-anatomical studies. The result was very 
important — the above-named investigators demonstrated that in all cases 
the ** erosions" were covered with cylindrical cells. These cylindrical 
cells were said to have originated from the deepest layer of the pavement 
epithelium overlying the papillae of the vaginal portion. The deepest 
layer of these cells, in form cylindrical, but of the nature of young pave- 
ment epithelia, were said to be incited to independent proliferation by 
some irritation; they formed both depressions and projections. The de- 
pressions again might form retention cysts — ^follicular erosions — or the 
projections, papillae — papillary erosions — ^which, of course, were some- 
thing quite different from the normal papillae or a hyperplasia of the 
latter. 

Without detracting from the merit of these authors, this explanation 
might be received with some doubt How an " irritation " was to change 
young pavement epithelium suddenly into cylindrical epithelium was 
hard to prove despite the developmental relationship of the epithelia. 
But the key to this discrepancy is soon furnished. Acinous glands occur 
normally at the vaginal portion, both on the external and especially on 
the internal surface. When an abrasion of the normal pavement epithe- 
lium had been effected, the glandular epithelium proliferated and covered 
the parts denuded of epithelium (Fig. 86). It is even possible for the 
cylindrical epithelium to detach the pavement epithelium, to crowd be- 
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tween the underlying tissue and the epithelium. We may also represent 
to ourselves that in total enlargement of a gland the spreading orifico 
displaces the payement epithelium, crowds it one side, so that a spot 
coyered with cylindrical epithelium in midst of the yaginal portion con- 
sists of protruded and proliferated glandular lumina. Should there be 
an especially gi-eat proliferation of the cylindrical epithelium or of the 
glands, protuberances will arise — papillomatous erosions — ^which are 
really glandular lumina which have proliferated outward (Fig. 87). The 
process essentially recalls the puerperal state. In the latter, the up per- 
most layer of the uterine mucosa, the decidua, disappears — abrasion — 
and from the remaining glandular fundus the cylindrical epithelium 
oyerspreads the entire inner surface of the uterus. It is not impossible 
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TiQ, 86.— Follicular eroelon (after Veit 
#iid Ruge) ; on the left, normal papillsd 
iritli pavement epithelium; adjoining 
adenoid proliferations; in the depth, many 
glands in flection. 




Fio. 87.— Papillomatous erosion. De^ 
pressions of newly forming glandular 
tubes, with intervening masses of tissue 
simulating papills (after yeit and Buge). 



that in the puerpera^ regeneration of the uterine mucosa the glands or 
the cervix also take part, that the new uterine epithelium partially 
springs from them and proliferates upward. In favor of this is the great 
hyperplasia of these glands in pregnancy. 

Not rarely there is occlusion of a part or of a whole gland. Inspissa* 
tion of the secretion, as well as compression of the efferent duct by swol- 
len periglandular tissue, by very great distention of the vessels, by neigh- 
boring follicular glands, by great proliferation uf the epithelium between 
the efferent ducts of the glands, hinder the passage of the glandular secre- 
tions. If a gland cannot discharge its secretions, a retention cyst is formed 
which is called ovulum Nabothi. Its genesis will be hindered by great resis- 
tantiO of tho surroanding tissues. Where there is no resistance, as at the 
surface, therefore, the formation of such cysts will be effected most readily. 
Should such cysts be opened, either spontaneously by internal pressure or 
by any trauma, the cylindrical epithelium may be laid bare. Should an 
erosion form at that spot (a portion covered with cylindrical epithelium), 
and, with the abundance of acini in the acinous glands, should other cysts 
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•crowd upward into the erosion, the appearance of follionlar erosion 
is presented. 

But if the tissae is too firm to be pressed apart by the glands, the 
<;yst9 as it were, elevates itself from the parenchyma. It depends from 
the vaginal portion, usually from the os, in the shape of a sinall polypng 
(Fig. 88, b b). This polypus may be single-chambered, hanging pearl-like 
out of the OS, and gradually acquire a longer stem, or several sections of 
a gland may proliferate, and freed from the pressure of surrounding tis- 
sue, rapidly increase in size in the vagina. Should the polypus proliferate 
outward from the cervical cavity, its surface of course will bear the same 
^lindrical epithelium as the retention cysts. It seems to be possible, 
however, that the cylindrical changes into pavement epithelium when 
the polypus has remained very long in the vagina. 





Fio. 88.— Vaginal portion with erMlon 
e; ovulft Nabothi of yaiyfaig size a a a; 
■mall muooua polypi formed of o^ula Na- 
bothi b, 6. 



Fio. 80.— Two lonfip pedided 
mnooiifl polypi depending tnm 
the oerrix, after Billroth. 



Such polypi differ largely in form. In Fig. 88 we see two ^mall 
polypi which should be designated ovula Nabothi. In Fig. 89, two long 
pediculated polypi are represented depending out of the vaginal portion. 
But they occur also in flat form. The larger ones are always flattened 
by the vaginal walls, being composed merely of structures of the mucous 
membrane, and hence very soft. 

However, very considerale hyperplasias of the glandular portions 
underlying the pavement epithelium of the external surfaqp of the vagi- 
nal portion also occur. Whether these glands gradually grow from the 
internal surface of the cervix, or whether they were originally present 
close underneath the pavement epithelium, will be hard to decide. At 
all events, so great a hjrperplasia of the glands ensues that an entire tagi- 
nal portion may consist of nothing but small cysts. The vaginal portion 
is transformed into a cavernous tumor, the connective tissue js entirely 
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diqdi^eed, a section cats through innumerable small retention cysts filled 
ifith mucus. Among them is here and there a larger one measuring one 
to one and a half centimetres in diameter. In this cystic degeneration 
the vaginal portion is much enlarged; it always secretes considerable 
quantities of mucus. Often the cysts have opened here and there, so 
that in one place the crowded cysts shimmer through, blue and glassy; 
in another> the surface presents a cribriform s^pearance like a deci- 
dna. 

Bat the cysts are not always immediately under the skin; often during- 
acarification we accidentally CTacuate deeply seated ovula Nabothi, at 
times we also encounter a single large cyst down near the intern^ o» 
daring amputation. 

If the glandular hyperplasia affects but a single gland or a small 
group of glands> the surface of the vaginal portion becomes prominent; 
and after the enlarging gland has OTcrcome the pressure of the tissues of 
tha vaginal portion, it rapidly proliferates into the lumen of the vagina. 
Then the growth may attain enormous proportions; the minute acini 
become tubes the thickness of the finger, filled with tenacious mucus; the 
hypertrophic part changes the form of the lip of the os whence it springs. 
In the coarse of years, tumors the size of the fist are formed, their sur- 
face having a tonsillar, irregular i^pearance. These lai*go polypi were* 
also called — ^follicular hypertrophy of the vaginal portion. Although 
anatomically identical with the above-described mucous polypi, their 
appearance is different, as the parenchyma of the vaginal portion and its 
investing pavement epithelium take part in their formation. It has also 
happened that the cylindrical epithelium of a retention cyst proliferated 
papillomatously, then we find a simple papilloma springing from the 
lumen of a gland, covered with the pavement epithelium of the vaginal 
portion (Ackermann). 

All the described erosions and polypi, then, are referable to patbolo- 
gioal processes in the glands of the vaginal portion. Whether there bo 
simple erosion with cylindrical epithelium, or the cylindrical epithelia 
proliferate so as to produce papillomatous forms; whether a small reten- 
tion cyst lie in the erosion, or depend from the os on a pedicle; whether 
a mucous polypus depend from the vaginal portion, or the latter be 
entirely in cystic degeneration — ^it is nothing but a different anatomical 
arrangement of the same formations, the hyperplastic cervical glands. 

Symptoms and Course. 

Hypertrophy of the vaginal portion, whether involving the connective- 
tissue merely or due to cystoid degeneration, causes a number of symp- 
toms encountered likewise in chronic metritis: sense of pressure in the 
pelvis, tenesmus of th6 bladder, pain on defecation, a disagreeable sensa- 
tion when sitting down suddenly, pain during coition. 

The erosions often maintain a quite considerable discharge of a mucc- 
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-pnmlent nature. Besides^ the menstruation is nearly always much in- 
creased. The erosion is so plethoric that blood escapes during coition 
and the touch. If the erosion be merely freed from the counterpressare 
-of the vaginal wall by the insertion of a tubular speculum, points are 
«een from which drops of blood exude. The loss of blood and the pro- 
duction of abundant secretion weaken the general system. 

With mucous polypi, at times a purely serous, quite thin-fluid secre- 
tion escapes in such quantities that in the morning, after the fluid has 
accumulated during the night, from thirty to fifty grammes gush forth. 
Some blood is frequently lost during coition, especially during preg- 
nancy, in which the polypus is hyperaemic. In follicular hypertrophy, 
too, whether it afFects an entire lip of the os, or whether a polypus 
depends from the yaginal portion, bloody and mucous discharge occurs. 

In cystoid degeneration, the discharge is usually yery considerable, 
like the discharge symptomatic of cenrical catarrh. 

The course is chronic; during pregnancy, before and after menstrua- 
tion, the secretion becomes larger in quantity. Spontaneous recovery 
ensues in this sense, that with decrease of the general hypersdmia the 
4secretion likewise becomes less. 

The polypi usually grow remarkably slowly. They occur in the 
married and the single, while erosions follow with especial facility on 
parturition or abortion. 

Difignosis. 

The diagnosis is made by digital and specular examination. In 
the speculum, the ovula Nabothi are often seen to gleam through. The 
expert discovers the small protuberances even with the finger. Mucous 
polypi are not at all easily felt. With surprise we sometimes observe in 
the speculum a large, bluish-red polypus, which is so soft as to escape 
everywhere from the finger, and not to be felt. The polypi projecting 
from the external surface of the vaginal portion have a peculiar 
wrinkled appearance, are of irregular form, but may also represent 
perfectly symmetrical, oval formations. Their consistence insures the 
differential diagnosis from sarcoma and carcinoma. Their entire ap- 
pearance separates them from papilloma. On section, the large retention 
cysts with glassy mucus appear striking. 

With larger erosions, the differential diagnosis between carcinoma 
and erosions enters pre-eminently into the consideration. The erosion 
frequently succeeds the puerperium, occurs in young subjects, does not 
at first depreciate the general health, is soft, covers a larger extenfe of 
the hypertrophied vaginal portion, forms no circumscribed hard tumor, 
and, especially, disappears on appropriate treatment. 

In the affections described, the prognosis is good. 
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Treatment. 

We start with the treatment of the cervical catarrh. As these affec- 
-tions are of an essentially chronic nature^ f^e must not expect to effect 
the cure rapidly. 

To begin with, the vaginal portion is very thoroughly cleansed with 
my uterine rod, but cautiously, lest a hemorrhage disturb the observa- 
tion. Then a dry, benzoated cotton tampon is laid in front of the vaginal 
portion, and removed after twenty-four hours, thus gaining information as 
to the quantity of mucus produced. Then the vaginal portion is scari- 
fied, in order to evacuate the visible and invisible ovula Nabothi on the 
<»ne hand, and to produce a depleting effect by the hemorrhage on the 
other. With a small sharp spoon (Fig. 36, p. 70) the cervic^ canal is 
scraped out, beginning at the internal os. Thereby the mucous mem- 
brane is to be depleted through the hemorrhage, accidentally present 
polypi are to be destroyed, and larger tumefactions removed. After the 
bleeding surfaces have been washed during the hemorrhage with three- 
per-cent carbolic solution by means of the rod, and about two to three 
tablespoonf uls of blood evacuated, a glycerin tampon is laid in front of 
the vaginal portion. The tampon is removed after twenty-four hours, 
the entire vaginal portion again cleansed with wet carbolized cotton, and 
if the scarifications bleed, some more blood is allowed to escape. In the 
intervals the patient may take disinfecting injections; painting of the 
Taginal portion and the cervical canal with tincture of iodine also has a 
diminishing infiuence. Should the hypertrophy have diminished after 
these measures— often not until a week after the first procedure — the 
erosion and the cervical canal are most carefully cleansed of mucus. 
Should the cervical canal bleed, a tamponing tuft of cotton is inserted, 
■and the cauterization of the cervix performed immediately after the re- 
moval of the tampon. With my uterine rod (Fig. 32, a, p. 62), I take 
up a single drop of nitric acid, and first touch the erosion; every part 
4ifter being cauterized becomes covered at once with a white crust. The 
erosion is cauterized carefully in every direction, sparing normal portions, 
but penetrating especially into fissures and into angles of the os. Then 
we proceed into the cervix, commencing as close as possible to the 
internal os. By pressure against the walls, the nitric acid is expressed 
from the cotton. We enter from six to ten times, so as to reach every 
portion. Brownish masses flow from the os. They are wiped off, the 
vaginal portion is inspected for some time to see if any red uncauterized 
spot be left, and finally a tampon of benzoated cotton moistened with 
glycerin is laid in front of the vaginal portion. The whole procedure is 
performed at the oflSce. The cauterization is not painful. Should the 
patient complain of burning, this will pass off in a few minutes. 

To be sure, the whole procedure — scarification and cauterization — 
may be crowded into one sitting, but then the result is by no means as 
certain as when done in the manner described. 
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Vaginal injections are to be used for three or four days, then the ex- 
ploration ia repeated. In recent cases, especially late in the puerperium^ 
healing is now seen to progress. The swelling of the vaginal portion 
may fall quite rapidly. But should the bright-red erosion be agaia 
seen of equal size, ifc is cauterized with nitric acid four or five times in sne- 

cession, if possible once dailyy 
while the cervical canal is left 
at rest. For the erosion is to 
be destroyed, the cervical muco- 
sa merely alteratively influenc- 
ed ; were we to cauterize here 
in rapid succession, a Btrictuie 
or atresia would have to be 
feared (comp. p. 64). 

I can afl&rm that I have 
positively and definitely cured 
the most extensive erosions, 
covering both lips of the os, in. 
this harmless ncianner. 

In one caae^ however, the 
result is not permanent, namely, 
in the so-called follicular ero- 
sion or in cystoid degeneration 
of the vaginal portion, that i^ 
to say, where the ovula Nabothi 
are so numerous that the eva- 
cuation of the superficial ones 
has no great influence. In this 
case, in which after every re- 
newed scarification fresh masses 
of mucus escape, oft-repeated 
scarification will be of use. Two 
days after thorough scarifica- 
tion, the vaginal portion may 
be reduced from the size of the 
fist to the normal. But defini- 
tive cure is usually not secured 
by scarification. 

Such a vaginal portion most 
be amputated. It is just in these 
cases that we obtain quite a wonderful result by the amputation. Although 
the entire diseased portion is not removed, it seems that the loss of blood 
and the cicatricial contraction or compression bring about obliteration of 
the glands. Cervical catarrh disappears in such cases at oncet The 




Ite. VL—ck, 5, c, gigaatlo fptoiiliim; ih« wings 
ccATO intended to crowd the pudendal hair and the 
labia aa far as possible out of the field of yiew. At 
6 the speculum is inserted into the upper handle of 
Simon's speculum; a, tube to which the irrii^ator 
tube is fastened; ee, labia majors; //, yae^ina; d, 
lower speculum, fastened below into the perineal 
or speculum holder d (oomp. Figs. 67 and 68^ p. 190). 
Between the specula appears the yaginal portion, 
both lips of which are coTered with a flssured, 
ptmlllomatous 



DISEASES OF THE ENDOMETRIUM. 



177 



operation is performed in the manner described on page 139, Figs. 78 
to 80. 

Fig. 90 shows the specular appearance of a vaginal portion thus 
covered with erosions. The upper *' gigantic speculum " is very short, 
like the lower one (see also Fig. 58, p. 120). For if the vaginal por- 
tion is to be drawn down, it is incorrect to use long (Simon's) specula. 
In order to do away with the lateral holders, I have had the lateral parts 
ee ot the lower speculum made very high, as will be seen by reference 
to the figure. The lower speculum can be fastened to the table, so that 
but a single, and not even a skilled, assistant is required for holding the 
gigantic speculum. Chloroform narcosis is unnecessary for this, opera- 
tion. The gigantic speculum is made double; at the upper end a, the 
disinfecting fluid which permanently irrigates the field of operation 
ofloapes. 

If more cysts are observed within the surface of the incision, the 
wound had better be stitched together. 





Tm, M.— 8<diroeder^ method of operation for the removal of erostons. de, transrerae Inoiirioii, 
net at a bj an Incision from below, /; g, the eroelon, remored with the soil whence it starts; 6e, 
ioiiire; 9^ the point whence the incision toward e would be made in the wedge-shaped exdsion. 

I^ Itt.— The opposite lip of the os after completion of the operation. 

For extensive erosions Schroeder has proposed another method of 
operation which he has often performed with success. First the lateral 
inoisions are made, in order to separate the lips of the os. Then a trans- 
verse incision is carried at a right angle to the uterine axis across the in- 
ternal surface of the vaginal portion (Fig. 91) d e. It intersects another 
inoision/0, so that g, the erosion, is removed. The suture i o then unites 
diof. Therefore the external surface of the vaginal portion is folded 
upward and inward, the cervical canal ** lined '' with vaginal mucosa. 
But this method, too, is really only a modified wedge-shaped excision. 
If more of the vaginal portion be removed, so that/ lies more extemaHy, 
say at x^ we have a wedge-shaped excision. I am inclined to place but 
little value on the lining of the cervix, for the whole cervical muoous 
membrane is not removed; at most, if we go very high up, two- thirds of 
the mucosa. The value of this operation consists in the influence exerted 
12 
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on the chronic metritis by the amputation of the yaginal portion, and in 
the obliteration of the other glands to be secured also by the partial re- 
moyal of the mnciparons glands. If there be a suspicion that an erosion 
is of a cancerous nature^ it might be more adrisablle 
to remove as much as possible by the wedge- 
shaped excision, rather than to detach the mucosa 
superficially. 

Should the yaginal portion be misshapen in 
any other way, for instance, should the os be too 
narrow, the treatment is that laid down on p. 139, 
Figs. 76 and 77. 

Should the os be quite irregular, for instance, 
should a thick ridge project into it, it must be ex- 
cised. Should there be a laceration in the yaginal 
portion extending into the fornix, the laceration 
may be united. Emmet referred a whole series of 
injurious consequences to such lateral lacerations 
and united them. The cicatrized margins of the 
wound were freshened and stitched together with 
wire sutures, thus restoring the former shape of the 
yaginal portion. Where there ai*e two lacerations, 
one of the lips is not rarely so atrophied that after 
bilateral freshening hardly any room remains for 
the OS. However, these lacerations are so fre- 
quently found without any symptoms that I am 
altogether sceptical as to the necessity for the ope- 
ration and the certainty of a result. 

Mucous polypi are abscised. If they are too 
small, they are scraped off with the sharp spoon, 
or destroyed with the hot iron. Owing to the 
ample blood-supply of these polypi it is necessary 
to observe the patient carefully, to tampon thor- 
oughly, or to cauterize the point of origin with 
the hot iron. 

Peculiarly appropriate scissors with which the operation can be per- 
formed also through a tubular speculum are represented in Fig. 93. 

In polypi springing from the external surface of the vaginal portion 
or in follicular degeneration, it is best to sew the wound margins care- 
fully together. Should it be altogether impossible to secure assistance, a 
ligature might be applied and the polypus cut away under it. The rem- 
nant of the polypus disappears spontaneously. 
ChJvano-cautery and 6craseur are not necessary. 




Fig. 98.~8ci88or8 for 
the abBcfsBioii of mucous 
polypi. 
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CHAPTER Xn. 
DISLOCATIONS OP THE UTERUa 

Ok page 11 we have discnssed the position of the ntems and its nor« 
mal mobility. A pathological condition exists if the nterns so alters its 
location that none of the described positions are maintained; or, if fixa- 
tion occurs in some position and the normal motions can hence no longer 
be executed. 

We distinguish /ea:ion«, in which the body bends from the cervix for- 
ward or backward; and versions, in which the fundus of the non-flexed 
uterus sinks forward or backward. In versions, therefore, the vaginal 
portion moves upward when the body sinks down; while in flexions the 
Taginal portion preserves its position, although the fundus is bent down- 
ward anteriorly or posteriorly. 

By the term descensus or prolapsus we understand the displacement 
in which the entire uterus or a part of it sinks downward. 

A. Anteflexion. 

In anteflexion of the uterus the body is bent forward from the cervix 
:at an acute angle. The angle may be so acute that the upper half runs 
parallel to the lower. Among the cases of pathological anteflexion are 
also included those in which neither the fiUmg bladder raises, nor the 
menstruation stretches, the uterus; in which, therefore, the angle is con« 
stant, and never obliterated. 

Miohgtf. 

Anteflexion is often a defect of development, that is to say, not an 
arrest of development in the ordinary sense, a defect of foetal life, but 
rather of the development of puberty. An extraordinarily small uterus 
(infantile uterus), great anteflexion, narrow os, disproportionately long and 
thin vaginal portion, occur as complications. Here it must be assumed 
that not only the uterus, but also the peritoneum has been somewhat 
retarded in its development. The transformation of the infantile to the 
mature uterus has proceeded with little energy. In consequence, the 
uterus stands higher, is suspended farther upward. 

On the other hand, should the abnormally long vaginal portion 
.(comp. Fig. 94) extend farther down into the vagina, it must take the 
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Fio. 04.— Anteflexion with col tajdroitU 



same direction as the latter. But with firm abdominal coyerings the 
intestines keep the body of the ntems pressed tightly against the blad- 
der. Thus a very considerable anteflexion arises more by the vaginal 
portion bending toward the body than by the body flexing on the vagi- 
nal portion. Fig. 94 represents these conditions. 

Should the uterus maintain this position, the physiological disloca* 
tions are not easily possible. The fundus inserts itself between the 

bladder and cervix, the blad- 
der does not lift the body^ 
but pushes past it in an 
upward direction. The angle 
of flexion, however, must 
be badly nourished in the 
presence of permanent com- 
pression, thus causing sec- 
ondary atrophy of the flexed 
portion. The corresponding 
upper wall likewise becomes 
atrophic by traction, so that 
the uterine wall above and 
below at the angle of flexion 
is rendered abnormally thin. 
In the menstrual congestion^ 
the blood cannot penetrate 
into the compressed or 
stretched vessels, erection 
fails to occur, the blood 
stagnates in the body, which 
becomes hyperaemic. The 
final result is that the body 
is movable at the angle as on. 
a loose hinge. Thus retro- 
flexion easily arises from an- 
teflexion. By these pro- 
cesses the circulation, and 
consequently the normal 
course of menstruation, is 
disturbed. In this way pa- 
thological processes occur which lead to chronic metritis on the one 
hand; on the other, to hypersemias in the surroundings of the organ 
which incite perimetritidis. The originally uncomplicated anteflexion 
becomes complicated in consequence of the long duration and the sequels 
of the menstrual congestion. 

While here, then, the complications were the consequences of the 
flexion, it is the reverse in a second series of cases. First there is a. 




Feck OS.— Anteflexion with posterior fixation. 
room-Bhaped vaginal portion. 
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peritoneal or subperitoneal inflammmation posterior to the lower part 
of the uterus. Tliat condition may arise from the extension of an in- 
flammation of the cervical mucosa to the cervical parenchyma, the ad- 
joining connective tissue, and the neighboring peritoneum. Moreover, 
in gonorrhoBal infection, the mucous membrane of the entire uterus and 
the tube becomes diseased. Should some of the irritating secretion es- 
cape from the abdominal orifice of the tube, it flows into the fossa of 
Douglas, the lowest part of the peritoneal cavity, and there produces 
inflammation and adhesion of the posterior wall of the uterus to the 
opposite peritoneuuL Besides, other causes may lead to perimetritis and 
contraction of the fold of Douglas, and to fixation of the uterus at the 
angle of fiexion. But if this part of the uterus be drawn still farther 
upward, the fundus must sink lower. In Fig. 95 we see the posterior 
fixation represented by the zig- 
zag line. The full bladder is 
unable to raise the fundus, but 
extends upward past the uterus. 

In these anteflexions, the 
vaginal portion is pressed 
against the posterior vaginal 
wall, producing a mushroom 
shape, just as when a soft 
clay cylinder is pressed against 
a hard plate. After prolonged 
existence of the flexion, the 
angle will become atrophic, so 
that in this second form the 
same final result may occur as 
in the first form. Should — ^per- 
haps in consequence of reckless 
treatment — ^the perimetritis in- 
crease behind the uterus, not only the angle of fiexion, but the entire pos- 
terior wall of the uterus will become fixed. And should the perimetritis be 
intense, the subperitoneal layers will likewise participate in the infiam- 
mation. Then the peritoneum may be fixed to its substratum, and the 
uterus again be adnerent to the fixed peritoneum. In this way the 
uterus becomes immovably fixed to the posterior wall of the pelvic cav- 
ity. Should a strong antefiexion have existed previously, it will con- 
tinue. There will, therefore, be formed a retroposition, or a retro- 
Tersion, with antefiexion. Such a case is represented in Pig. 96; in the 
latter, as always in these cases, elevation of the uterus succeeded, i. e,, 
the entire uterus was drawn somewhat upward. 

Should pregnancy ensue — a rather rare occurrence— we often find the 
uterus after the close of the puerperium just as much antefiexed as before. 
On the other hand, the changes of pregnancy and parturition may be able 




Fio. 96.«-Botropo8itioD, retroveruoa with ante- 
flexion. 
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to cure the anflexion, atrophy of the angle of flexion doer not occur;, 
and the uterus thereafter lies in its proper position and functionates nor*' 
mallj. 

Through small myomata within the body of the uterus an ante- 
flexion may also be brought about or be increased. Of course, it is^ 
immaterial whether the myoma be situated in the anterior or the poste- 
rior wall. The important element is the increased weight and the 
descent of the fundus. As physiologically it rests on the bladder, it here 
must sink still lower. 

Symptoms and Course. 

Besides the manifold morbid phenomena depending on the com* 
plications, it is mainly three symptoms which are ascribed to ante- 
flexion. 

First, the dysuria. A glance at Pig. 95 shows how the low-lying fun- 
dus prevents the normal distention of the bladder. If the latter cannot 
raise the uterus, and if the womb prevents the uniform filling of the 
bladder, yesieal tenesmus will be felt sooner, especially at the time of 
menstruation, during which, first, the hypersamia renders the nervea 
more susceptible of irritation, and second, the uterus is heavier and its- 
pressure greater. 

The other two symptoms, dysmenorrhoea and sterility, have led, espe< 
cially of late, to many scientific discussions, and we must consider them 
more nearly, if for no other reason, because they are of the greatest im- 
portance for the principles of the treatment. 

In most recent times, the mechanical explanation of dysmenorrhoea' 
stood at the head. It was stated that the internal os partly was really 
constricted in the way of complication, partly was narrowed by the uterua 
being flexed at these points. When blood is effused, it cannot escapo- 
from the uterus, thereby uterine contractions are excited, and this was. 
said to be the dysmenorrhoea. As a proof of the correctness of this 
assertion, the following was accepted: If sounding be done previous to 
menstruation, the latter is often painless; if the flow of blood be estab- 
lished, the pains likewise cease. After labors, the dysmenorrhoea usually 
does not recur. But that occlusion of the internal os with retention of the 
secretions can cause violent colic is shown by the cases in which uterine^ 
colic occurred in consequence of foreign bodies, or where, for instance, 
a small polypus, swelling during menstruation, prevented the escape of 
secretions. 

Against this view we have, first, the fact that the pains have not tho 
pronounced uterine character, are by no means confined to the uterus,, 
but are felt in the whole abdomen and the thighs. Second, very fre- 
quently the pains are present even before there is a drop of blood ii|. 
the uterus and do not disappear with the hemorrhage. In the worst, 
cases, moreover, so little blood is extruded that it could not possibly 
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incite the uteras to contractions. Third, the liqaid blood is not to be 
identified with a foreign body. Nor does the uterus react by dysmen- 
orrhoic pains on the formation of a polypus^ on the sound, on accumu- 
lation of mucus, or on intra-uterine pessaries. 

The pains are to be explained rather in the following manner: We 
know that the mucous membrane is greatly swollen and the uterus thick- 
ened during menstruation. The resistance of the uterus against this 
thickening and swelling, as well as against the hyperaemic condition gener- 
ally, causes contraction and sensitiveness. As soon as the hemorrhage is 
established, t. e., the swelling of the mucosa falls, the pains of course 
diminish. A flexed uterus decidedly will oppose much greater difiScul- 
ties than a normal one to the thickening of the mucosa and the uniform 
expansion. Should the uterus be lax, like one previously impregnated, 
the expansion of the organ by the swelling mucosa will of course be 
easy, and hence the dysmenorrhoea must cease after childbirth. If this 
explanation be valid for uncomplicated cases, i. e., such as are free from 
any inflammation in or about the uterus, the complicated cases can be 
understood still more easily. During existing inflammation or inflam- 
matory irritation of the uterine nerves, in perimetritis, etc., the men- 
strual congestion will and must cause an exacerbation. A process com- 
pleted painlessly and physiologically in the normal uterus, will cause 
symptoms and run a pathological course in the diseased organ. 

But where the internal or external os is narrow, the mucus cannot 
escape at all or with difficulty and thus the swelling of the mucosa is 
hindered. The same effect is produced by a swelling polypus. 

Anteflexion has also been largely enumerated as of etiological im- 
portance for sterility. Although the cause of sterility can never be 
ascertained with certainty during life, it is true that anteflexion and 
dysmenorrhoea are in many cases complicated with sterility. But by no 
means invariably. I can positively assert that in great anteflexions with 
narrow external os, where painless sounding was impossible, with long 
conical vaginal portion and considerable dysmenorrhoea, conception took 
place ; just as it may fail to occur in the normal uterus, although it is 
not possible to find any reason for it. 

Narrowness of the os is unjustly accused. For the spermatozooids 
are so small that they may enter through the narrowest os if they get at 
all into its neighborhood. But where the vaginal portion is as long as in 
Fig. 94, the semen is poured out above the os, and where the vaginal 
portion is strongly pressed against the posterior vaginal wall, the pressure 
likewise will prevent the approach of the semen into the region of the 
vaginal portion. That the position of the vaginal portion is important 
we see by retroversion with descensus. In that position pregnancy often 
occurs with surprising facility. 

Apart from the fact that the angle of flexion becomes gradually more 
atrophic, and that thus the symptoms — the dysmenorrhoea — increase, it 
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seems also that the irritation repeatedly affecting the nerves renders them 
both more susceptible and perhaps alters them. At least there are cases 
in which finally the painfnlness increases more and more and lasts always 
longer, without any change in the condition of the parts. Eventnally 
the ovaries participate, ovulation and menstruation become irregular, the 
reflex neuroses of hysteria appear. The parenchyma of the uterus suffers 
by the irregularity of its functions ; with the uterus the mucosa becomes 
affected and secretes excessively. The chronic metritis thus arising keeps 
up the nervous irritation, so that finally no time is free from pain, and 
the sufferings become intense. Tho continual pains, the feeling of being 
always sick, the impossibility of bearing exertions or enjoying pleasures, 
the disturbances of digestion caused by constipation, the mental de- 
pression due to the untotisfied desire for conception, the dread of the 
pains of approaching menstruation, finally so reduce the system that the 
patient becomes a confirmed invalid, a useless member of society. 

Should ^n incautious treatment lead to inflammations in the 
surroundings of the uterus, death may result. 

Diagnosis. 

The diagnosis of anteflexion is formed by careful combined examination. 
It is essential, in view of the treatment, to determine whether any disease 
in the neighborhood of the uterus complicates the anteflexion. Therefore 
the uterus is raised, drawn forward, pushed backward, and its outlines 
are most carefully palpated externally and internally. It is of special 
importance to learn whether the uterus is flxed posteriorly. Even an 
increased resistance in the surroundings or a sensitiveness at a certain 
spot or during a certain motion, may give rise to the suspicion of in- 
flammation and furnish indications for treatment. Should there be 
exudations at the uterus which complicate the diagnosis, these exudations 
will be the first objects of treatment. It would be ahx^ether erroneous, 
if there be neighboring inflammations, to use the sound to ascertain the 
direction of the uterine cavity. On the other hand, if we desire to 
commence intra-uterine treatment, sounding is necessary, if only for the 
purpose of ascertaining whether the ora are wide enough to permit the 
introduction of instruments. The gentlest way of sounding in ante- 
flexion is that in Sims*s lateral position. The anterior lip of tiie os is to 
l>e seised with a tenaculum and carefully drawn forward and downward. 
Then the sound is passed as near in the ascertained direction of the 
uterine body as possible. 

Treatment. 

The old dispute, whether the flexion or an eventual inflammation is 
the main point, is to be decided to this effect, that it is the object of 
treatment to remove whatever is pathological. Should we flnd anything 
pathological in the surroundings of the uterus, the peri- or parametritis 
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ought to be removed by the methods to be described below. Should 
there be nothing pathological except the anteflexion, the latter will have 
to be attacked directly, and even if we had any result from it, the treat- 
ment would be piH"ely symptomatic. Of course, with the causal, the 
symptomatic treatment will not be neglected from the beginning. 
Withal, we must never forget that a long-standing affection is rarely 
cured by any single measure, that on the contrary weeks and months will 
be required before there will be any result, that not rarely the tentative 
treatment will guide us in the right direction. 

The plan of treatment is the following. In the first place, we seek to 
improve the general nutrition and to regulate the digestion. Not rarely 
the dysmenorrhoea is much less important after the constipation has been 
removed. The bowels should always be kept empty before and during 
menstruation by mild laxatives. 

We then look to the removal of the complications, especially peri- 
metritis and parametritis. Should the symptoms remain unchanged, we 
attack the uterus itself. If there be hypersecretion, we secure an un- 
obstructed passage for the flow. The secretions may be mechanically 
removed with the uterine rod, or, if necessary, the external os is dilated. 
Should the cervical mucosa be greatly swollen, it is scraped off with a 
small sharp spoon, cauterized, and, if the vaginal portion be hyperaemic, 
the swelling is sought to be diminished by scarifications and painting of 
the vaginal portioi with tincture of iodine, glycerin tampons, etc. Then 
we try to sound a few days previous to menstruation. The cases 
ameliorated by sounding are by no means rare. I should most urgently 
recommend the dilating sounding with my dilator No. 1. In a whole 
iieries of cases, I have, by a single or repeated introduction of thid 
instrument before respective menstruations, completely cured dysmenor- 
rhcea with uncomplicated anteflexion. The introduction is done in 
Sims's lateral position, the anterior lip of the os being fixed with a sharp 
tenaculum. 

In these cases, perhaps, the swelling of the mucous membrane is 
possible only if the uterine secretion can pass away, when the mucosa, in 
its expansion, can force the mucus out of the uterus. And the first 
requisite for the cure of the diseased mucous membrane is the removal 
<rf the secretions. Furthermore, the premenstrual artificial stretching 
<A ihe uterus facilitates the menstrual normal erection of the organ. 
After the stretching of the organ, however, the causes of the disturbed 
-circulation are lacking, as well as the partial prevention of the swelling 
ef the mucosa. Hence the entire process passes with less disturbance 
and without injurious consequences. 

Should the succeeding menstruation be as painful as before, and 
should the case be equally uncomplicated, it is permissible to make the 
effect of the sounding permanent. As the sound cannot be allowed to 
remain, we insert an instrument corresponding to the uterine part of the 
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sound — an intra-uterine or stem pessary. The latter consists of a stict 
of ivory, rubber, wood, or metal, four millimetres thick and six centi- 
metres long, and is intended to maintain the uteres free from flexion. 
Pigs. 97 to 99 represent such instruments. Those with flat bases. Figs. 
97 and 99, are most useful. Figs. 98, Amman's stem pessary, can be 
employed only when the instrument easily glides down. Severai pledgets 
of cotton laid in front of or behind the plate flx the pessary. 

As there are dangers connected with the wearing of such instruments, 
this treatment is the last resort in anteflexion. The condition of the 
patient without treatment most be such as to justify a hazardous cure. 
In the same way as we decide on capital operations, so we are justified in 
instituting a risky treatment in grave disturbances of health. But it 
would be criminal to commence the hazardous method without the most 

urgent necessity, before all mild 
measures have been tried. 

Having decided on the intro- 
duction of a stem pessary, the 
mobility of the uterus should first 
be tested. Existing inflammations,, 
painful resistances, and fever con- 
tra-indicate the mechanical treat- 
ment. Should the uterus be mobile 
and the surroundings painless, 
Fio.97, ^^ 00. sounding should be performed. 

Various stem peasaries. Thereby the length of the uterus 

is ascertained. The pessary must 
always be one-half centimetre snorter than the uterine cavity, lest 
it cause a lesion by penetrating into the mucous membrane. For 
when the uterus becomes dislocated, for instance, during a difficult 
defecation, pressure may be exerted against the lower end of the pes- 
sary. 

There are patients who react alarmingly even on the sounding; they 
scream with pain, they faint, and urgently request that all attempts in 
this direction be abandoned. This stromg reaction, however, is by no 
means a counter-indication. But it calls for the greatest caution. The 
instrument may even be inserted in narcosis if it be too painful without. 
Especially where the vagina is narrow, these manipulations are so pain- 
ful and exciting that we gladly ansBsthetize. 

The pessary is most readily inserted in the lateral position. After a 
most thorough cleaning of the vagina, the disinfected pessary is immersed 
in carbolized oil or vaseline. We then take a number of sounds, give 
them curvatures, and sound with successively straighter instruments; 
usually this is readily effected. After the almost straight sound has entered 
the uterus, we seize the stem pessary, with the tenaculum pull the ante- 
rior lip of the OS strongly downward and forward, and allow the pessary to 
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glide into the cavity. This method is by no means difficult of execution^ 
mnch easier and less dangerous than the introduction in the dorsal posi* 
tion of the patient 

After the pessary is in place, it is watched for a while. Not rarely 
it gradually slips from the uteruB. In such cases, the examination must 
subsequently be frequently repeated, lest the pessary, reaching merely to 
the internal os, lie in the vagina. Should the pessary be too long, and 
should the plate fail to closely adjoin the os, the at^m must be short- 
ened. 

Should the pains continue in spite of morphine, or should they even 
increase in severity, the instrument is removed. The most scrupulous 
control of the discharge, of the external and internal sensibility to pres- 
sure of the abdomen, and of the temperature b-* the thermometer, ar& 
positively recommended. 

Much more frequent are the uteri which bear the instrument well 
from the beginning, or soon become quiet. Even in this favorable case,, 
the patient must remain abed three or four days, then at first be up 6r 
walk about but little, etc. Never should the patient be without medical 
control, even if there be no difficulties from the beginning. More espe- 
cially should every patient be positively directed to send at once for 
medical aid should there be pain. The entire abdomen and the position of 
the instrument must be persistently examined from time to time. By 
no means should we rely on the statements of the patient, and especially 
should the removal of the instrument not be made dependent on the sub- 
jective sensations of pain. For there are women who bear high fever for 
days, in whom an exudation the size of a fist is formed, before they send 
for the physician! Nearly all untoward results are due to carelessness in 
the after-treatment. 

During menstruation the instrument may remain. If no leucorrhoea 
arises, and if the condition of the patient continues good, the instrument 
is allowed to remain, the longer the better, for eight to twelve months. 
But should hemorrhage or profuse leucorrhoea set in, the pessary must be 
removed. We wait for some time, and introduce a second instrument only 
if the treatment was ineffectual thus far. Of course, all these manipula* 
tions must be strictly aseptic. Since this is the rule, accidents are hardly 
ever reported. 

From the stem pessary, or from the removal of the flexion and the 
straightening of the uterus, we expect a higher degree of the result which 
I have ascribed to a single dilating sounding, p. 183. 

The application of a stem pessary is always an experimental treat- 
ment. Despite the fulfilment of all the preliminary conditions and the 
a priori justified assumption that the instrument will be useful, the de- 
eired result is not always realized. 

Should the symptoms, after an ineffectual trial of the treatment thus 
far described, be so grave as to justify a still more dangerous treatment^ 
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'Castration is indicated. After that, menstraation ceases completely and 
the case is radically cured. Whoever has for years treated cases which 
gradually went from bad to worse, in whom dysmenorrhoea is sacceeded 
by hysteria, local hystero-neuroses, reflex neuroses of various kinds, and 
finally by a psychosis, will not doubt for a moment'that castration is jus- 
tifiable in such desperate cases. However, it is often impossible of per- 
formance. Inasmuch as in just these cases perimetritis complicates the 
antefiexion, it is downright impossible to remove the ovaries from the 
firm adhesions, in the unfavorable conditions of nulliparae. We shall 
subsequently return to the subject of castration. 

Besides the intra-nterine, vaginal pessaries are also largely employed. 
Pessaries have been constructed with the view to 
lift the anteflexed body directly. Although the 
pessaries lift the uterus in iotOy an influence on 
the body alone is unfortunately impossible. Thus, 
in the pessary illustrated in Fig. 100, the upper 
spring part is usually firmly pressed down upon 
the lower, but there is no such thing as an eleva- 
tion of the body of the uterus. On the other hand, 
^^^^^100. «- Anteflexion j^ j^ correct that, when the uterus is elevated, the 

upper adhesions are no longer dragged upon, and 
that, therefore, one cause of the pains is removed. Thus many a case 
improves by a simple elevating fixation of the uterus from the vagina, 
that is to say, by the introduction of a small round rubber ring. 

Should the pains be so great that morphine must be given, the em- 
ployment per rectum, in the form of suppositories, is to be most recom- 
mended: Morphise hydrochlor., Extr. belladon., §§0.01 to 0.015; 01. the- 
obrom., 2.0 gms. Plant supposit. Two to three to be used daily. 

B. AirrEVERSiOK. 
Etiology and Anatomy, 

If the uterus is so infiltrated, thickened, and hard that thereby the 
physiological angle of fiexion at the internal os is obliterated, and if, 
moreover, some perimetritic process has fixed either the lower end 
of the uterus above, or the upper end of the uterus below, we have an 
anteversion. Accordingly, the uterine parenchyma, and its surround- 
ings besides, must be changed pathologically. Therefore we shall 
encounter anteversions in perimetritis and metritis. But it is also possible 
that the metritis has run its course and almost healed, while the 
posterior fixation keeps the cervix permanently fastened high up. There- 
after the uterus may again have diminished. Usually, however, the 
uterus is found in a state of chronic metritis, i. e., hypertrophic 

Not only a posterior, but also an anterior fixation causes anteversion. 
'The tube and ovary of one side may be fixed laterally to the inner surface 
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Fro. lOl.*^ABt0irerBiaD,tiK^Te8ult oC abortiOB^ metri- 
tJfl, aod perimetritis. Chronio metrttls. AilhfffftftB* i& 
Douglases fossa. 



of the pelvis by peritonitic adhesions, so that the finger is unable to raise 
the fundus. However, a direct forward fixation cannot very well bo 
assumed, owing to the interposition of the bladder between uterus and 
symphysis. With a sound 
bent at a right angle I have 
always been able, in front of 
the uterus, to get upward 
into the bladder. Shonld 
the posterior fixation c;rowd 
the vaginal portion upward 
and backward, and besides, 
should the full bladder, 
expanding between fundus 
and symphysis, push the 
uterus back, the vaginal 
portion will bend slightly 
downward, as represented 
in Fig. 101. At the internal 
08, however, corpus and cer- 
vix merge together in a 
straight lin^. 

A fibroma may likewise 
cause a high degree of ante- 
version. One such case I 
examined post moi*tem (Fig. 
102). During life the uterus 
was absolutely immovable 
and could. not be sounded. 
At the autopsy no fossa of 
Douglas was found. The 
rectum, the sigmoid flexure, 
the atretic tube filled with 
blood, and the left ovary 
changed into a, hsBmatoma, 
together formed a coil cov- 
ering the posterior wall of the uterus. Should, in such a case, the myoma 
be mpre prominent, the lower wall of the uterus has the same feel as in 
anteflexion. 

Symptoms and Course. 

As anteversion is always the sequel or accompaniment of metritis or 
perimetritis, the symptoms of these affections occupy the foreground. 
Peculiar to anteversion are vesical difficulties. It is readily understood 
that the heavy uterus, especially so during menstruation, prevents the 
expansion of the bladder. Aside from this, considerable menorrhagiaa 




Fio. 10e.~Strong anteversio-flexioii; mjonia of the- 
upper wall ; total adherence of the poeterlor uterine walL 
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Fia. 106. — Mayer^s 
vubber ring. 
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occnr. If the anteyersion be recent and the uterus relaxed, the blood 
effused into the uterine cavity dilates the latter, and is expelled only after 
the uterus reacts on the expansion. Some long-continued hemorrhages 
are also observed; they are, like the other symptoms, to be referred to , 
the metritis rather than the displacement. After the acute or subacate 
inflammations have run their course, the patient may feel absolutely well 
«ven during the persistence of the displacement 

Diagnosis and Prognosis. 

The diagnosis is formed by combined examina- 
tion. On feeling the flat uterus covering the pelvis 
like a roofing board, we ascertain whether the uterus 
is still movable, that is to say, whether the vaginal 
portion can be pushed downward and the body up- 
ward. In reference to the treatment it is necessary 
to carefully palpate also the surroundings to dis- 
cover exudations. Should the complication be suc- 
cessfully removed, the dislocation per se does no harm. 
Hence the prognosis is favorable. 

Treatment. 

All the complications are to be treated. No spe- 
cial treatment is required for the anteversion. But 
should the uterus press heavily on the bladder, or 
should its weight drag upon perimetritic adhesions, 
a simple round rubber ring will often be of great ser- 
vice. The ring receives the vaginal portion in its 
lumen which is filled by it, and the vaginal portion is 
thus held captive. The ring is so placed that its sur- 
face lies parallel to tlie posterior vaginal wall or to 
the lowest part of the sacrum and coccyx. The 
inflexible uterine body, following the movements of 
the vaginal portion, must therefore be at a right 
angle to the plane of the ring, that is, be elevated. 
Fig. 103 represents such a ring; Fig. 104, forceps for 
the introduction of these rings, constructed by myself. 
The ring is first grasped in the forceps, then it is 
lubricated. Without uncovering the genitals of the 
patient, the ring is then introduced along the pos- 
terior vaginal wall until it can pass no further or 
causes pain. The forceps blades are then separated, 
the ring, immediately in front of the vaginal por- 
tion, opens, and draws the vaginal portion into its 
lumen by atmospheric pressure, forcing the forceps 
apai-t. The blades are removed singly. 



Fia. 104.— Fritach'8 
pessary forceps for the 
painless introduction 
of the rings. 
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If such a ring is to be painlessly removed, a curved sound is hooked 
around the ring from within, or a tenaculum inio it. It is then slowly 
pulled out while a finger lies in the vagina. 

Of course, rings can also be introduced and removed without these 
instruments. Only the method described is the most gentle. 

We shall recur to the treatment of the hemorrhages under the head 
of retroflexion. Oompare also p. 164, 



C. Retroversion. 

Etiology and Anatomy. 

In retroversion, the uterine axis lies behind the axis of the pelvic 
inlet. Unfortunately, the importance of this anomaly of position is 
often undervalued. It is usually a transitional position, developing 
either into the normal anteversion, or into a retroflexion or a descensus 
of the uterus. The family physician will often have the opportunity of 
verifying these processes; while the specialist, who diagnosticates the 
fully developed displacement which causes many symptoms, more fre- 
-qnently finds an advanced stage, i. e., a flexion. 

In the puerperium, the uterus must lie in the same position as in the 
latter part of pregnancy. A dislocation of the muscular Lundles^ a 
stretching of the anterior, 
and flexion of the posterior 
wall, in the sense of causing 
a backward bending, is not 
imaginable post partum. 
The relaxed vaginal portion 
has no influence on the 
uterus. If it be too heavy, 
•or if it be depressed, it may 
become somewhat retroposed 
in the anteverted position 
imd descend. But it is dif- 
ferent when the vaginal por- 
tion has become firm, in the 
late puerperium, after ten 
to fourteen days. Then the 
thickness of the uterus still 
permits no fiexion at the 

internal os. A movement of the cervix, therefore, must be communi- 
cated to the body. If the still voluminous portion glides backward, it 
will rest upon the inclined plane of the pelvic fioor; there every pressure 
from above will force the vaginal portion downward and forward. In 
this way, the body moves upward and backward. But as there is no free 
4pace above, the resistance of the intestines depresses the fundus like- 




Fio. 106— Late puerperal retroversion, incipient in- 
▼endon of the vaginal vault, slight cystocele, perineal 
defect. 
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wise. However, if the intestines rest npon the anterior surface of the 
uterus, they prevent the spontaneous replacement of the organ. During 
defecation, the vaginal portion is also pushed forward. But if the 
uterus has got into the pelvic axis, it has no support belovir to rest upon, 
hence it is only held by its superior fastenings; these — the peritoneal 
suspensory ligaments — are not firm enough, and the uterus sinks down. 

This process is also set up after abortions, or in hypertrophy of the 
uterus with lax vagina, with increased intra-abdominal pressure. 

Therefore the uterus lies as in Fig. 106. 

Another form of retroversion was represented in Pig. 96. In that 
case, the litems is fastened posteriorly by adhesions — retroposei It baa 
maintained its anteflexion. Not rarely, however, the body bends up- 
ward, becomes likewise adherent, and we find a retroposed, retroverted,. 
elevated, completely fixed uterus. 

Symptoms and Course. 

The symptoms consist in bearing-down, a very annoying, though not 
painful, pressure on the rectum, a sensation of heaviness in the pelvis,, 
incapacity for physical exertion, and constipation. In recent cases,. 
hemorrhages are superadded. Often a very pon^i^erable hem.orrbage- 
occurs after the getting up of the puerpera, in consequence of th^ retro- 
version. More frequently the hemorrhage is slight, and is interpreted bj" 
the patients as commencing menstruation. 

The hemorrhage continues often in a slight form for a very long time^ 
simulating menstruation. Inasmuch as the retroversion cannot readilj 
become spontaneously replaced in the recumbent position, and as the- 
constipation has an injurious influence, the hemorrhage continues.. 
Dysuria likewise ensues, brought about by the flexion of the urethra and 
incipient cystocele. 

In the further course, anteversion often occurs spontaneously. Fre- 
quently it is quite sudden. But if the untoward influences persist^ th» 
retroversion is a preliminary stage of flexion or of prolapsus. If the^ 
fastenings are relatively firm and the body relaxed^ the latter becomes 
fiexed — retroflexion arises. On the contrary, if the fastenings are lax 
and the body firm, badly involuted, stiff, chronically inflamed, and 
heavy, the uterus descends, inverting the vaginal vault; the process of 
prolapsus begins. 

Diagnosis and Prognosis. 

Even the sensation of bearing-down and the pressure on the reotum 
point to the diagnosis. The same holds good for the hemorrhages.. On 
ej^ploratioix in the recumbent position, the soft, tumid vaginal portion is 
found covered with blood or mucus; the finger pushes the posterior 
vaginal vault high up on the posterior uterine wall. During combined 
pressure we notice the great mobility of the uterus up and down. The 



DISLOCATIONS OF THE UTEBUS. 193 

degree of descensus is diagnosed by examination in the erect posture. 
In the latter, the vaginal portion often lies close behind the introitus, 
surrounded by the folds of the relaxed vagina, 

lu retroposition with elevation, the direction of the vaginal portion 
and the absence of the uterus in the anterior vaginal vault permit of the 
formation of a diagnosis. With appropriate treatment, the prognosis is 
good« 

Treatment 

In the way of prophylaxis, every lying-in should be carefully con- 
ducted; especially a woman who has previously suffered from retrover- 
sion should have daily astringent injections in the puerperium, should 
not always lie on her back, provide for daily evacuation of the rectum, 
and never retain her water too long. Furthermore, the puerpera must 
abstain from every exertion, and for six weeks she should, at least for 
one hour in the middle of the day, keep the horizontal position. 
Ergotin is to be also used, both subcutaneously and internally. 

If the retroversion is present, a Mayer's rubber ring embracing the 
vaginal portion is to be inserted. Thereby the uterus is not only 
elevated, but also placed so that the intestines thereafter rest upon its 
posterior surface. This favors the regaining of the normal position. 
A small ring of from six to seven centimetres in diameter suffices. The 
patient need not remain abed; on the contrary, the hemorrhage ceases 
sooner during walking; nearly always the flow stops as soon as the uterus 
is in the normal position. A ring can be applied as early as two or 
three weeks post partum. 

Later, when the vagina has become firmer, an oval Hodge pessary, 
bent according to the vagina, also does good service. These pessaries 
are made of tin tubing and hard-rubber, and owing to their smooth sur- 
face they cause but little irritation, and 
may remain in place for a long time. As 
a plaster dressing laid around a fractured 
Umb replaces the internal support by an 
eaUemal one, so inversely the Hodge pes- 
sary lying in the vagina and stretching it, 
replaces the defective resistance of the va- 
ginal walL Strictly, therefore, the pes- 
sary is to assist the faulty function of the 
vagina. In a large number of cases, these 
easily applied and harmless pessaries stretch 
the vagina sufficiently, and raise the 

uterus so that it definitively resumes its normal position. The disap- 
pearance of the congestive hypersemia proceeds pari passu with it. 

Fig. 106 represents a pessary of tin tubing which may be given differ- 
ent forms by careful bending. Fig. 107 is a Hodge pessary of hard- 
rubber. 

13 




194 



THB DISEASES OF WOMEN. 



Hot injections may also be tried for the arrest of the hemorrliage. 
At times they are promptly eflfective. They should have a temperature 
of 40-43*' C. (104-110** R). 

D. Retroflbxiom". 
Etiology and Anatomy. 
In the majority of cases, retroflexion arises from retroversion. The 
fastenings of the uterus do not yield ad infinitum; the intestines rest 
upon the anterior surface of the uterus; every increase of the intra-ab- 
dominal pressure adds to this weight. When the uterus involutes it 
becomes flexible, the upper half gradually bends more and more back- 
ward from the lower half. As there is still a certain amount of resist- 
ance at the angle of flexion, the vaginal portion follows the movement, 
that is to say, the more the fundus falls backward and downward, the 
more the vaginal portion glides forward and upward. Hence there is a 

stage of transition in 
which the uterus at 
times roofs over the 
pelvis as in antever- 
sion, but in the oppo- 
site direction. The 
uterus at that time is 
often soft, so soft that 
it may be indented, 
that thin pessaries 
leave grooves within it, 
that the compression 
from behind — rectum 

Fia 108.-High degree of retroflexion; congestive hyper- *^^ '^^^ ^^ trout 

trophy of the body ; long posterior, short anterior, Up of the os ; blad der — renders the 

compressed posterior, stretched anterior, vaginal wall ; vertical bod V shorter and broad- 
direction of the vagina; oompreasion of the rectum by the body '' 

of the uterus. er. But gradually the 

fundus must sink more and more downward, the vaginal portion moving 
forward. Thereby the body, as it were, bores its way between the vagi- 
nal portion and the rectum, until the fundus rests upon the floor of the 
fossa of Douglas. The rectum is considerably compressed; the fundus 
can be felt from the rectum immediately above the anus. The vaginal 
portion is pressed closely against the symphysis, or is, as it were, pulled 
out of the vagina, quite short. If there be lacerations, the traction of 
the upper convex uterine wall draws the anterior lip of the os upward; 
the posterior lip lies in the direction of the short compressed vagina 
which now passes in front vertically downwai-d (comp. Fig. 108). The 
vaginal portion may even be very short, while it appears extraordinarily 
long to the finger pushing the fundus of the vagina upward, after rei>06i- 
tion of the uterus. 
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The ovaries usually lie laterally above the uterus. Hoireyer, if they 
previously descended and adherent behind^ they may also lie be- 
tween the uterus and the rectum, or in any other place. 

•In retroflexions, adhesions in the surroundings of the uterus are very 
fiQBquent. Although there are not only recent but also very long-stand- 
ing retroflexions in which the uterus is perfectly movable, still, in the 
majority of retroflexions, remnants of previous peritoneal inflammations 
are present in the surroundings of the uterus. These partly date from 
the puerp^ium, partly they are to be interpreted as the consequences of 
the chronic metritis, of the disturbances of circulation. But the flexion 
itself also causes adhesions of opposite peritoneal surfaces. The disloca- 
tion to which the hyperaemic body of the uterus is subjected by suddenly 
increasing intra-abdominal pressure, the pressure exerted by a large 
column of faBces, may lead to lesions of the peritoneum. Gonorrhoeal 
perimetritides also play their part, as do the remnants of htematoceles 
and inflammations, the consequence of an over- vigorous treatment. 

These adhesions at first only join peritoneum to peritoneum. There- 
fore, if the peritoneum is expansible, or if it can be displaced on its sub- 
stratum, even a firm adhesion will permit a displacement of the uterus. 
Besides, the adhesions themselves are not always in planes or very firm, 
"but they extend, as residues of former adhesions, like a spider's web from 
one organ to another. During the normal change of position of the 
pelvic organs, the pseudo-membranes stretch or tear as they do in preg- 
nancy. On the other hand, as stated above on p. 181, the inflammation 
may propagate itself to the subperitoneal tissues; then there will be an 
absolute flxation. 

Besides the retroflexions hitherto described, others, both congenital 
and acquired, occur in nulliparae. Ruge found congenital retroflexion 
with abnormally thin uterine wall in a new-born child. We have stated 
above that the small infantile uterus often moves in the region of the in- 
teriial os as on a hinge-joint The excessively lax uterus, yielding to 
every external impulse, sometimes lies anteflexed, another time retro- 
flexed. This extraordinary laxity of the uterus is said to arise also from 
masturbation or from continual attempts at coition by an impotent man. 

In these cases, too, frequent sequels of the displacement are: conges- 
tion of the body of the uterus, perimetritis, ovarian inflammation, and 
fixation of the uterus in the fossa of Douglas. 

Symptoms. 

The symptoms depend, first, upon alterations in the uterus proper; 
second, they may be referred to the influence exerted by the dislocation 
upon surrounding organs; and, third, a number of consensual troubles 
and effects on the general health will have to be described. 

The retroflexed uterus, previous to senile involution, is usually hyper- 
aemic. Hence the menstruation will be copious. As the uterus is lax. 
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the muoosa can swell without producing pain. A. profuse, painless men- 
struation is the characteristic symptom of retroflexion. The hemorrhage 
has a variable character; sometimes it sets in with especial violence and 
lasts but few days; in other cases, it continues uninterrupted for twelve 
or fourteen days, so that the patient is free from hemorrhage for a short 
time only. The hemorrhage may even be permanent in a mild degree,, 
and may increase during menstruation. After the hemorrhage, bloody- 
mucus continues to escape for some time from the relaxed utenu^ 
Should the angle of flexion lie on a higher level than the fundus, and 
should the parenchyma be extraordinarily yielding, the secretions even 
accumulate in the uterus, dilate it, and are expelled as offensive masses. 

But in the case of an infantile retroflexed uterus of a nullipara, the- 
symptoms of anteflexion, sterility and dysmenorrhoea, may continue and 
even become increased. 

The symptoms from the side of the rectum consist in difficult and 
painful defecation. As in all female diseases in which perimetritis forms- 
a complication, so in retroflexion the act of defecation will cause pain, 
owing to the displacement of the pelvic organs. The small amount of 
physical exertion, the dread of the painful defecation, the wilful reten- 
tion of fsBces due thereto, the loss of fluids during menstruation — all 
conspire to bring about constipation. The uterus is pressed against tho 
rectum during increase of the intra-abdominal pressure. Many women 
distinctly state that they experience a disagreeable pressure upon the^ 
rectum after defecation. 

Besides the symptoms which admit of explanation, there is a whole^ 
series of obscure phenomena occurring during retroflexion — symptoms 
hitherto comprised in the convenient term of consensual phenomena or 
hysterical symptoms. Although it has been repeatedly demonstrated 
that these symptoms disappear after replacing the retroflexion, that does 
not furnish the proof that they are to be referred solely to the retroflexion. 
The intimate connection of the ovaries with the symptoms which wecall 
hysterical, gives rise to the conjecture that complicating ovarian diseases 
frequently furnish the cause. Even the mere pressure to which the dis- 
located, abnormally flxed ovaries are subjected, allows symptoms of irri- 
tation of the ovarian nerves to appear. And if we bear in mind that the 
altered nutrition, the hypersamia of the ovaries, largely influences and 
modifies the processes during the maturing and rupturing of the follicle, 
we may be justified in referring the hysterical symptoms more to the 
ovarian troubles than to the retroflexion. 

Such hysterical symptoms, with which, by the way, we shall become 
better acquainted in the description of hysteria, are: hiccough, vomiting, 
paroxysmal cough, facial and intercostal neuralgias, sciatica, hemicrania, 
pains in the abdomen and in the nerves of the extremities, trembling of 
the arms and legs, the latter symptom having been known to the ancients 
under the name of anxietas tibiarum. The dyspepsia and the chronic 
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indefinable stomachic troubles (hystero-neurosis ventricali) also belong to 
this category. 

Finally it may be stated that the retroflexion may lead to the inter- 
ruption of pregnancy. Should a deeply seated, retroflexed uterus be im- 
pregnated, it grows and often rises out of the pelvis, but, on the other 
hand, in its growth it also fills the lesser pelvis -in such a manner that 
it cannot get above the promontory. Then the uterus is hindered in its 
growth, disturbances of circulation, congestions, and decidual hemor- 
rhages occur which load to abortion. The uterus also presses upon the 
pelvic organs. The urethra is crowded against the symphysis pubis, 
causing retention of urine. Often this is the first and most important 
symptom of incarceration of the retroflexed, gravid uterus. If replaced 
in time, the pregnancy continues. Otherwise, abortion occurs. Very 
grave vesical diseases may also form (comp. p. 107). 

The general health suffers greatly from the hemorrhages, disturbances 
of digestion, and the hysterical symptoms. Not a few women having 
acquired a retrofiexion after the first labor or an abortion, are invalids 
from that time forth. The weakened organism loses the power of resist- 
ance. Should additional bad influences be superadded, or should there 
be a disposition to phthisis, the retroflexion with its consequences may 
be dangerous to life. 

Diagnosis. 

We have mentioned already under the head of symptoms that the 
sensation of pressure in the pelvis, constipation, and hemorrhages point 
to retroflexion, especially in the case of women who have frequently 
borne children or have had abortions. 

The direct examination demonstrates the displacement: the vaginal 
portion is felt quite in front at the symphysis, and from it wo can follow 
the uterus backward. The latter is usually somewhat enlarged, and has 
so characteristic a form that a mistake is not easily made. On either 
side above, we not rarely feel one or the other ovary. As most patients 
4ire women who have borne children, I urgently advise to examine al- 
ways with two flngers; if the flngers are spread above, the vulva of course 
is not injured, and during the spreading of the fingers the margins of the 
uterus can be best palpated, and the organ pressed against one finger with 
the other. Combined examination is always necessary. Although the 
abdominal coverings are often so firm or thick that the uterus cannot be 
felt from the outside, still the approximation of the finger tips in the an- 
terior halves of the pelvis proves the absence of the uterus from its nor- 
mal position. 

Of course, any tumor filling the fossa of Douglas may be mistaken for 
the normal or the enlarged uterus. Should a tumor of that nature be 
very painful, the minute diagnosis should be desisted from, if there be no 
symptoms which urgently demand treatment. The treatment should be 
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109.^IntmperltQiieal ezudatton anteposing the 



expectant^ while a result is sought to be obtained by repeated careful' ex- 
aminations. Nothing is more erroneous in gynecology than the attempt 
to exhaust the diagnosis in all its details on principle during the first ex- 
amination. We might do much injury by too protracted reckless exam- 
inations. For instance, should the uterus be anteposed by an exudation 
posterior to ii as in Fig. 109, but a diagnosis be made of retroflexion of 

the uterus, and a reposition 
perhaps even be forced ow- 
ing to an assumed gravidity, 
the greatest dangers may 
result. Adhesions may be 
separated, encysted exuda- 
tions may penetrate into 
the abdominal cavity, or at 
least an inflammation or a 
relapse may be caused. 

Hence caution and care 
are demanded. Should there 
be sensibility, we must cau- 
tiously try to ascertain what 
is sensitive. Gently and by 
turns the fingers press in 
every possible direction, pal- 
pate every attainable point in the pelvis, push the uterus hither and 
thither, search for tumors and resistances in the immediate neighborhood 
of the uterus and in the entire pelvis. In this way it is possible to find 
where there is any inflammation. 

But if the examination is not painful, we test if the uterus is adherent, 
that is to say, whether it is replaceable. For this pifrpose quite a num- 
ber of different manipulations are possible and necessary. At first two 
fingers are forced so high up behind the uterus that, stretching the lat- 
ter, it and the whole pelvic organs are, as it were, pushed and lifted out 
of the pelvis into the abdominal cavity. Now one and then the other 
finger passes from the posterior vaginal vault into the anterior, pressing 
the vaginal portion backward and upward. At the same time the ex- 
tended fingers of the other hand, pressing from the umbilicus toward the 
posterior pelvic wall, crowd the intestines between the uterus and the 
])osterior abdominal wall, in that way displace the intestines and thus 
reach the posterior wall of the uterus. Then the hands below and above 
lie immediately at the uterus and hold it in almost normal position, as 
represented in Fig. 110. 

Should this replacement succeed easily and painlessly, should the po* 
sition of the uterus remain normal after removal of the hands, as shown 
by repeated examination with the patient in the recumbent and the 
erect posture, no adhesions are present. 
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But if the entire manipulation causes pain, and the former position 
returns immediately after reposition, the uterus is held posteriorly by 
peritoneal adhesions. It may happen, too, that the replacement of the 
uterus fails altogether. Tlien the knee-elbow or Siras's lateral position 
may be employed. The former has many advantages over the latter. In 
the knee-elbow position the reposition is attempted; should the uterus, 
after removal of the finger, be again drawn up, spontaneously retroposed, 
posterior adhesions are present. 

The sound may also be used to advantage. At first it is inserted with 
a curvature corresponding to the retroflexion, that is to say, the sound 
is governed by the position of the uterus, not the reverse. Then the 
hand raises the slightly stretched uterus and places it retroverted or cen- 




Fle. 110— SnooeMfiil reposition; also position of the hands in combined examination. 

tnd; should during the slow withdrawal of the sound the uterus imme- 
diately drop again upon the tip of the finger held in the posterior vagi- 
nal vault, the uterus is likewise adherent. 

Finally, total adherence exists if any movement of the uterus is 
absolutely impossible. 

Id retroflexion the prognosis depends upon whether the patient is 
treated in time and correctly. It is entirely beyond doubt that by timely 
replacement it is possible to restore the normal position, that the folds 
of Douglas become shortened, and that the uterus permanently remains 
in an anteverted position. In general, therefore, the retroflexion is cura- 
ble. But if the folds of Douglas and the peritoneal fastenings of the 
suture are relaxed by long standing of the flexion, it is possible to hold 
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the uterus in its normal position only by vaginal supports. Even then 
the treatment will mitigate the suffering. Therefore, improvement may 
be attained in every case. 

TVedUmenL 

Should a retroflexion be found with symptoms which may be inter- 
preted directly or indirectly by the retroflexion, the indication is to re- 
store the normal position of the uterus. Should this fail at first, we 
attempt as far as possible to remove the obstacles to the replacement. 
Having become convinced that the normal position produced is permanent, 
the uterus is artificially fixed in its normal position. If the normal 
position cannot be restored, or should the symptoms remain the same in 
the normal position, or should they even become worse, we, for the time 






Fio. 111. Fio. 112. Fio. lis. 

Fio. 111.— Thomas's rcMirj The pointed lower end unfortunatelj allows the peasacj to 
glide easily Into the vulTa, where it incommodes. 

FiQS. lis, 118.— FIgure-of-eigfat shaped pessaries, after Sohultse. 

being, desist from rational or mechanical therapeutics and treat sympto- 
matically. 

The method of replacement is described on p. 198. From time to 
time we come across a fortunate, generally quite recent case, in which 
the uterus remains anteverted after a single reposition. In order to test 
this, the patient is made to rise after successful replacement, to strain, 
walk about, and is then ex-examined. This is repeated after a few days, 
weeks, and months. In most cases the retroflexion returns already when 
the replacing fingers leave the vaginal portion, or when the patient 
descends from the examining table. 

TTien the uterus must be fixed in the normal position. In flexions of 
not very long standing, this is possible by the mere stretching of the 
vagina. Therefore all pessaries which answer this purpose in any manner 
are appropriate, such as those of Hodge (p. 193), and that of Thomas 
(Fig. 111). With these pessaries, often the fundus of the vagina alone 
stretches so greatly that the vaginal portion again glides forward, the 
uterus again becomes retroflexed, and despite the stretching of the vagina 



DISLOCATIONS OF THE UTERUS. 201 

the old pathological condition is once more present. It is necessary, 
therefore, especially if the symptoms recur, frequently to control the 
position of the pessary and the uterus. 

In dealing with recent cases, often one or two weeks suflSce to 
reaccustom the uterus to its normal position. In the majority of cases, 
however, we do not succeed in this simple manner. It will be necessary, 
not only to stretch the vagina, hut also to fasten the vaginal portion 
posteriorly above. For this purpose we employ Schultze's figure-of-eight 
pessaries, of which two forms are represented in Figs. 112 and 113. 

These pessaries, first recommended by Sims, consist of very flexible 
copper wire coated with rubber. They are marked with numbers desig- 
nating the width of the ring in centimetres. Nos. seven to twelve are 
the numbers required. 

When such an instrument is to be introduced, we first ascertain how 
much the vagina can be stretched, how large the vaginal portion is, 
whether and where there are in the vaginal vault any resistances, tumors, 
and painful spots, and the width of the pubic arch. The length of the 
pessary and the size of the ring are measured accordingly. The upper 
ring must be bent to fit the vaginal portion, that is to say, it must be 
large enough to admit that part. The lower ring must be broad if the 
pubic arch is wide; if narrow, the diameter may be less. In nulliparsB, 
indeed, the figure-of-eight pessary maintains itself in the vagina, nowhere 
resting on the bone, only stretching the vagina and on all sides fixed or 
borne and retained by it. For this reason in nuUiparsB the pessary may 
be much smaller (No. 7 or 8). 

But in women who have borne many children and have a relaxed 
vagina, if we wish to be sure that the pessary will permanently answer 
its purpose, a considerable stretching of the vagina is certainly necessary. 
In that event the pessary, crowding the relaxed levator against the bone, 
rests upon the pubic arch. 

The pessary having been bent appropriately as in Fig. 112, and the 
uterus replaced, the instrument is inserted into the vagina obliquely, so 
as to avoid the urethral eminence. The upper ring is kept as close as 
possible to the posterior vaginal wall. After the pessary has passed into 
the vagina, it is moved toward the centre, and the vaginal portion is 
caught in the lower ring by lever motions. Then the touch is practised 
below the pessary to ascertain whether the vaginal portion is in the upper 
ring, and by rectal examination we make sure that the fundus of tlie 
uterus cannot be felt, i. e., that the uterus has not perhaps remained 
retroflexed and only been elevated i?i toto. 

Sectal exploration is especially important when the narrowness of the 
Tagina makes a vaginal examination impossible by the side of or below 
the applied pessary. We then test whether pains are caused by pressing 
the lower ring upward; whether the patient, without being incommoded 
hy the pessary, can sit down, stoop, rise, and walk about. If tlie^se 
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yarioos movements can be performed without difficolty and if the pessary 
has not been displaced even by a defecation, it may be allowed to remain 
— '^it fits." Still the examination must be repeated after a few days. 

If the pessary causes pain, it is removed and a most careful exploration 
made in order to find the sensitive spot. Then a smaller instrument is 
chosen, or the former instrument is bent so that no pressure is exerted 
on the sensitive spot. Often we may succeed by bending the pessary 
according to the vagina, i. e., concave above; or by twisting the upper 
ring laterally, or by pressing the instrument somewhat shorter, or making 
the upper ring smaller — in short, we must try many times in order to 
find a fitting form. 

Frequently the retroflexion returns immediately after removal of the 
replacing finger; the anteversion failing to remain even when the body of 
the uterus is fixed from the outside. In that case the introduction of 
the pessary is to be attempted in the knee-elbow or the lateral position. 
Should that method, too, fail, I have several times employed the following- 
procedure: The uterus is replaced manually while a fiexible copper sound 
is within it. The sound is gradually bent at a right angle during the 
reposition of the uterus, that is to say, the index and middle finger fix,. 
in the vagina^ that part of the sound close beneath the vaginal portion, 
and the external hand lifts the handle strongly upward. Thus the sound 
is bent at a right angle. Then the uterus is completely replaced manually, 
and the smaller ring is pushed over the handle of the sound, so that, in 
gliding upward, it must receive the vaginal portion. Not until we haTo 
thoroughly convinced ourselves of the correct position of the ring and 
the uterus, is the sound carefully removed. This procedure is not quite 
easy, but it is certain and free from danger, according to my experience. 
Slight lesions of the mucosa are possible, but are harmless when anti- 
sepsis is employed. 

After menstruation, disinfecting irrigations are given for two or three 
days in order to remove the blood at and behind the ring. Should 
leucorrhosa arise, a new ring is inserted after the vagina is cleansed. 

If the pelvic floor is very lax, and the correct application of the 
figure-of-eight pessary does not succeed, the sleigh pessary represented in 
Fig. 114 will be of service. 

In this pessary the vaginal portion lies between the two arches 
projecting upward. The uterus is elevated in toto, the flexion is 
obliterated, so that the uterus, as it were, stands in the pessary. 

In recent cases, the pessary is removed on trial after the lapse of a 
single menstruation. In long-standing cases, the pessary remains until 
an obvious improvement of all symptoms or pregnancy has occurred. 

Not rarely a care, t. a., a recontraction of the uterine ligaments, is 
impossible, and the retroflexion immediately returns even if the instrument 
has been worn for years. Nevertheless the pessary may often be 
definitely removed even in these cases, because in the course of treatment 
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the nterus has become so small and all complications have been so far 
removed, that thereafter the retroflexion continues without syjnptoms^ 
Shoald a relapse of the complications ensue, a renewed treatment will 
be necessary. 

Should there be an active perimetritis, of course any orthopaedic treat- 
ment is to be abandoned for the time being, the inflammation of the pel- 
vic peritoneum being first attended to. 

Should the replacement be im|K>ssible, owing to tenderness on pressure 
of the body of the uterus alone, we make a very cautious attempt at re- 
position with the sound. There are not a few cases in which the reposi- 
tion with the sound is easy and quite painless, while pressure on the pos- 
terior vaginal vault at once provokes paroxysms of pain and straining. 
Of course this attempt has to be at once abandoned if even the sounding 
of the retroflexed uterus is in any way painful. I have performed reposi- 
tion in this manner a countless number of times without injurious con- 
sequences. The dangers of elevation with the sound 
have been exaggerated. 

If the reposition fail, it will be advantageous to 
insert a soft Mayer's ring pessary. Although it can- 
not keep the uterus in place, it lifts up the entire pel- 
vic contents without exerting a one-sided pressure at 
any spot. Thereby the traction is diminished which 
the ntema exerts on its ligaments, as well as the 
pressure on adjoining organs. I have repeatedly 
witnessed a contraction of the relaxed folds of .i«ZH^:i!Jl";f^"^*"'" 

Blei^^n pessary. 

Douglas, and the occurrence of antevcrsion^ by this 
simple treatment. Even if this be not the case, the vagina and the ute- 
rus are prepared for subsequent orthopsBdic treatment, and the pains are 
diminished for the time being. 

After a former perimetritis, firm adhesions, and consequent inability 
of replacement, Schultze has proposed and performed a new procedure. 
The uterus is dilated, one finger is inserted up to the fundus, the finger 
is bent forward, the other hand loosens the adhesions by stroking down 
the posterior part of the uterus which is then fixed in its normal position 
by an appropriate pessary. This method is feasible only with very lax 
abdominal walls. The greatest caution is required, for undue force may 
lacerate the rectum or cause severe internal hemorrhage. 

If it be absolutely impossible to place the uterus correctly, and if 
there be symptoms calling for interference, symptomatic treatment is to 
be instituted. Its object will be the amelioration of perimetritis and 
metritis. The treatment, however, will be more particularly directed 
against the symptoms of pressure and the hemorrhages. Long-continued 
use of vaginal injections, baths, laxatives, and aperient waters (p. 158) 
are required. For the hemorrhage 1 employ two methods with good re- 
sults. First, ergot is used for two or three months, five grammes mad - 
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into sixty pills, five to be taken morning and night. During the hem- 
orrhage the pills are discontinued. After prolonged use, menstruation 
usually occurs one or two days later and is less prolonged. Second, 
laminaria tents are introduced into the uterus from time to time, liquor 
ferri is injected after twelve hours, and at the same time ergotin (1 r 8), 
one or two syringefuls, given subcutaneously. The marked decrease in 
size thereby produced in a relaxed hypertrophic and hyperaemic uterus 
^ften has a diminishing influence on the hemorrhage for two or three 
menstrual periods. This treatment may also be instituted when the 
uterus remains large in its correct position. Then we really have a 
•chronic metritis, the treatment of which has been discussed on page 158. 

E, Pbolapsus op the Utebus. 

In this section we shall consider descensus of the vagina together with 
that of the uterus, dividing the various forms as follows: 

1. Isolated descensus of the vaginal wall, 

'* *' '* anterior wall — cystooele; 

" " " posterior " — proctocele; 

'' '' of both walls. 

2. Primary descensus of the vaginal wall with descensus of the 
uterus. 

3. Primary descensus of the uterus with inversion of the vagina. 

4. Prolapse of the uterus by increased pressure from above, trac- 
tion from below, or lack of the physiological supports. 

1. Isolated Descensus of the Vaginal WalL 

During ever labor the advancing head presses the anterior lip of the 
OS downward, compresses and shortens the anterior vaginal walL This 
is particularly the case with rigidity of the os uteri, premature escape of 
the liquor amnii, and swelling of the anterior lip of the os. This short- 
ening can not rarely be demonstrated — ^before and a short time after 
labor we see immediately behind the vulva the bluish-red lip of the os 
when separating the labia. Of course the anterior depressed vaginal wall 
is loosened from all its attachments. As the vagina is considerably 
shortened, as retention of urine is of frequent occurrence in the puer- 
perium, and as the heavy puerperal uterus likewise inserts a large seg- 
ment into the pelvic inlet, this descent is not obliterated. It remains, 
not only in the first few days of the lying-in, but forever. Only when 
the involution of the uterus, and that of the peritoneum which lifts and 
fastens it, progress favorably, when at the same time the vagina again 
becomes rigid and firm, contracts yet elongates, the vaginal portion rises 
up again and the anterior vaginal wall once more becomes tense. But 
nearly always a slight descensus of the anterior vaginal wall remains 
behind. 

Rupture of the perineum is also of etiological importance. If the 
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Tagina be severed behind, the front wall is crowded together. Then 
there is too much material in front, as it were; the anterior wall relaxes 
and may descend. But, behind, the normal support for the anterior wall 
is lacking. While normally (comp. Pig. 6, p. 12) the anterior rests upon 
the horizontal posterior wall, in perineal rupture the anterior wall may 
glide down the posterior wall which now runs vertically, and may descend 
unhindered into the introitus (comp. Fig. 115). 

The involution of the vagina is also of importance. Especially the 
rugous column and the urethral eminence often remain extraordinarily 
thick and hyperaemic. The median portion of the vagina depends iso- 
lated, like a tag, into the introitus, while immediately alongside the fast- 
enings are intact. Of course,, 
the bladder closely adjoins 
the descended vagina. 

In most cases, conges* 
tion, hypei^aemia, and hyper- 
trophy occur in the descend- 
ing vagi nal wall. The latter 
becomes thick and heavy, 
hence sinks down and drags 
the uterus after ifc. How- 
ever, though rarely, some 
isolated descensus of the an- 
terior vaginal wall occurs — 
prolapse of a cystocele, in 
which the extraordinarily 
thin, dry, anterior vaginal 
wall projects even in front 
of the vulva without altera- 
tion of the position of the« uterus. Tliia would he an isolated prolapse 
of the anterior vaginal wall with cystocele. 

The lower part of the posterior vaginal wall may also project into tne- 
vagina. Not rarely a perineal rupture lacerates the perineum in such a 
manner that the fissure extends up the vagina on one side of the rugous 
column. The latter may hang like a tag into the introitus, in the same 
way as the urethral eminence in front. Sometimes, though by no means 
always, the rectum participates in the descensus. Then we have vaginal 
rectocele. In that form, too, a prolapse of the vagina and rectum in 
front of the external genitals may occur without any participation of the 
uterus. Of course, this is much rarer than the formation of a cystocele. 
In the formation of a rectocele, a gradual expansion and protrusion of the 
rectum by retention of faeces is of etiological importance. 

Thus far we have considered the lower half of the vagina. The upper 
walls, too, descend primarily in very rare cases. For instance, it has 
happened that, under pathological conditions, the bond between bladder 




Ite. 116.— The uterus at the end of the puerperium. 
Tbe poflterlor Taginal waU has been destroyed bj a 
perineal rupture and runs Tertically. The anterior ya- 
final wan, deprived of its support, descends, hypeitro- 
plilea, and drsiss the uterus after it; beginning prolapse. 
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juid uterus becomes dissolyed^ and the vesico-uterine ezcaYation prolapBos 
into the vagina. The fossa of Douglas may also be abnormally dilated; 
then the interspace between the two folds of Douglas forms, as it were, 
the hernial opening through which intestines or pathological contents 
{ascites, Ihin-walled ovarian tumors) enter the fossa of Douglas, expand 
it, and force it into and in front of the vagina. If intestines are present 
in the descended vesico-uterine excavation or in Douglas's fossa which 
are to be diagnosticated from the vagina, we have an enteroceU vaginalis 
aiUerior or posterior. Both are extremely rare, perhaps even doubtful 
cases. 

It is obvious that prolapse of the anterior may combine wifch that of 
the posterior wall. In that case, however, the lateral connection of the 
Tagina with the underlying tissue is generally intact. Only when the 
niterus is likewise prolapsed, will there be a total detachment of the vagina 
with complete prolapse of all its walls. 

%, Descensus of the Vaginal Wall with Descensus of the Uterus. 

In the great majority of cases, the vaginal prolapse is merely a stage 
of the oombined uterine and vaginal descensus. The displaced vagina 

drags the uterus after it, or 
prevents the reascent of the 
uterus or its elevation by 
the involution of the perito- 
neum. The vaginal wall re- 
mains extraordinarily thick; 
perhaps because the deaoen- 
sus leads to congestion by 
traction on the vessels and 
impeded return- flow; per- 
haps because the slight pres- 
sure in the roomy, relaxed, 
gaping vagina leads to hy- 
peremia in the descended 
vagina, according to the 
same law in which, for in- 
stance, a swelling of the 
head occurs. In this hyperaBmia the vaginal portion or the lower seg- 
ment of the uterus must participate. The cervix is hjrpertrophied both 
circularly and longitudinally, that it is to say, the vaginal portion be- 
comes extraordinarily thick, the cervix surprisingly long. 

Gradually the anterior vaginal wall sinks so low that, completely 
everted, it lies below the external urethral orifice. The posterior vaginal 
fornix may be still present. In that condition the uterus must be retro- 
verted, lying in the direction of the pelvic axis, as represented in Fig. 
116. 




Fio. 116.— Prolapie of the anterior raginal waU; de- 
of the uterus; posterior vaginal vault still 
present. (Hypertrophj of the median portion of the 
cervix.) 
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If the process advances unchecked, the anterior yaginal wall wiH 
Baturally make traction on the posterior. Thus the posterior vaginal 
wall is dragged down and by degrees sinks lower and lower. On^/O in 
front of the vulva, the effect of the congestion on the entire mass out- 
side of the pelvis must become much greater than before. Especially 
the circular hypertrophy and the thickening of the vaginal walls will be 
oonsiderable. This condition we have illustrated in Fig. 117. 

3. Primary Descensus of the Uterus with Inversion of the Vagina, 

Finally, if we ask ourselves whether there are, besides, any etiological 
factors attributable to the uterus which favor or impede the occurrence 
of prolapse, we must first enumerate the general loosening of the fasten- 
ings of the uterus and the position of the uterus. 

. After the puerperium, the peritoneal attachments must involute in 
the same way as the uterus. 
Should this involution fail to 
occur, should the peritoneum 
remain hypersemic, relaxed, 
and its superficial extent too 
large — which again is con- 
nected with the involution of 
the uterus — the peritoneal 
ligaments will be unable to 
keep the uterus elevated, it 
will sag down, descend. Or if 
the uterus is abnormally 
heavy and large, the normal 
supports will not suffice when- 
ever the position of the uterus 
is such that it can glide down- 
ward. In the normal position 
■at most an increased antever- 
•sion can result (comp. p. 191). 
But when fchere is retrover- 
^on, the uterus easily slips 
downward, as has been explained on p. 191, Fig. 105. 

It is even possible that the last factor, the retroversion, is the most 
imi>ortant Then the descending uterus first inverts the fundus of the 
vagina, unrolls the vagina, as it were, from the underlying tissue, and 
sinks in front of the external genitals without the occurrence of any 
descensus of the anterior vaginal wall with consecutive hypertrophy of 
the vagina and the cervix. That would constitute a primary prolapse of 
the uterus with secondary prolapse of the vagina. The result of this pro-^ 
oess is depicted in Fig. 118 on the following page. 

Of course, there are cases — and they constitute the majority — ^in which 




Fio. 117.— Total prolapse of the uterus and of both 
▼aglnal walls; enreat hypertrophjof the vaginal portion 
and of the vagina at its point of attachment to the 
uterus; circular hypertrophy. 
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all unfavorable factors (perineal rupture, lax vagina, primary formatioir 

of cystocele, retroversion, and 
relaxed peritoneal attachments) 
concur in bringing about the 
unfortunate result — the genesis 
of prolapse. 

More rare is the opposite 
condition — that, despite all 
favorable elements, the fixa- 
tion of the uterus in an ante- 
verted position alone prevents 
the occurrence of prolapse. 
In a similar way, the persisting- 
normal position of the uterus 
may retard the process of pro- 
lapsus, or a possible perito- 
neal inflammation during that 
time occasionally fixes the ute- 
rus so that the process remains 
^ «« rw ^ t • *K TT* -,-.ff^ interrupted and a stage merelj 

Fig. 118.— Primary Prolapfle of the UtoruB after *^ ^ J 

retroverrion, without hypertrophy of the cervix. COUtinueS permanently. 

4. Prolapse of the Uterus by Increased Pressure from above, Traction^ 
from Below, or Absence of the Physiological Supports. 

Although that may have been the etiology in the majority of cases,, 
the occurrence of prolapse in nuljiparae proves that other causes maj^ 
exist. 

Thus, though rarely, prolapses occur quite suddenly in lying-in women 
and convalescents from grave diseases. During pregnancy, as in pro- 
tracted diseases, the fat in the neighborhood of the uterus is absorbed; 
in consequence thereof the internal genitals are loosened at their attach- 
ments, and should a favorable position of the uterus be superadded, to- 
gether with great sudden straining, the uterus may at one bound glide 
in front of the external genitals. 

Excessive dilatation of the vagina by too large pessaries, likewise,, 
stretches and loosens the vagina to a degree that from a slight descensus of 
the vagina prolapsus may arise. Furthermore, a growing abdominal 
tumor crowds the uterus down, or a swelling springing from the uterus 
drags it in front of the vulva. In fissured pelvis with gaping symphysis, 
the uterus finds no support, it descends when the soft parts have became 
loosened by a labor^ and finally prolapses. 

Anatomy. 

In describing the anatomy, we must consider the uterus, the vagina^ 
the peritoneum, the rectum, and the bladder. 
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The uterus is UBaally hypertrophied, especially in its lower, extra- 
peritoneal part, that is to say, from the internal os down; there is 
hypertrophy of the ceryix. The cervix, moreover, is often so greatly 
elongated that it lies far in front of the external genitals, although the 
fondus of the uterus is at its normal height. ThQ uterus, as it were, 
hangs on the anterior vaginal wall which reaches from the pubic arch 
and the symphysis as far as the vaginal portion. While formerly the 
vagina dragged down the uterus, the latter is now held by it and by its 
slight dilatability further descent of the uterus is prevented. 

These conditions are best understoood by a schematic drawing made 
by Sobroeder. 

If a, the vaginal portion, is hypertrophic, we have a probosciform 
portion (comp. p. 139, Fig. 78, and p. 180, Fig. 94), while the vaginal 
vanity of coarse, remains in its normal position in front and behind — 
the oonditioB having nothing in common with the cases of prolapse here 
under consideration. If h, the median portion, is hypertrophic, we have 
the condition represented in Fig. 116, p. 206, 
a sti^ in the occurrence of prolapse. If c, 
the sapxavaginal portion, is hypertrophic, we 
have the state shown in Fig. 117, p. 207— 
total prolapse. 

This anatomical division is not to be un- 
derstood as meaning that the cervix hypertro- 
pbiea primarily and displaces the attached 
p«rt8 secondarily. Should the supravaginal 
part of the uterus hypertrophy primarily, it fw. iio.-sohroeder^sdiTtekm 
would have to grow into the abdominal cayity ^ Z':^^Z^ST:. 
above, as in chronic metritis, the development vaginai portion; b, madianpor- 
of tamoTB, or in pregnancy. On the other ^jone^^**^'**^''"'''' 
hand, should the uterus descend primarily, 

there being an absence of the etiologically important transition stage of 
deeoentua of the vagina, congestion, and hypertrophy, then there is no 
oenrioal hypertrophy (comp. Fig. 11&, p. 20S). 

Subsequently the uterus may undergo senile involution, but usually 
the influence of the hypertrophy present during the genesis of a prolapse 
is so persistent that even in the sixtieth and seventieth year of life the 
uterus is still extraordinarily large. 

If the cervix is considerably hypertrophied, we always find the ad- 
joining portions of tissue of increased dimensions. Thus the mass of 
connective tissue fastening the bladder to the uterus is considerably elon- 
gated in Figs, 116 and 117— a condition favorable to the extirpation of 
the vaginal portion, because the point of reduplication of the peritoneum 
is at a much greater distance from the vagina than usual. On the other 
haad, in cases in which the non-enlarged uterus is totally prolapsed, the 
14 
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Fig. 120.— Anteflezioii of the uterus with prolapse, 
eomplete separation of the bladder from the uterus. 
Bladder and rectum lie abore the i>06terior surface of 
the uterus where they meet. 



distance from the vagina to the vesico-uterine excavation is very short 
(Figs. 118, 120), 

If the vaginal portion was irregular before the prolapse occurred, 

deeply lacerated for instance, 
the prolapse will likewise 
have an irregular form. The 
cervical canal may be ex- 
posed completely separated, 
gaping, t. e., everted. 

At times the uterus is 
flexed. Either it is so re- 
laxed that the kind of flexion 
is accidental, or else a flexion 
existed before the occurrence 
of prolapse and continued 
subsequently. In anteflexion 
the fundus of the uterus 
penetrates between bladder 
and cervix, thus completely 
severing the bladder from 
the uterus (comp. Fig. 120). 

Retroflexion is also pos- 
sible. Fig. 121 represents 
that condition, together with 
considerable rectocele, after 
Freund. 

Finally the uterus may be 
inverted, that is to say, 
there is a prolapse of the 
inverted uterus. 

During sounding we not 
rarely find an atresia in the 
cervical canal, usually in the 
region of the internal os, but 
I have found it also much 
more deeply seated. For 
the occurrence of the atresia 
an endometritic process is 
probably necessary, see p. 
142. 

The peritoneum, which 
is very elastic, is dragged 
along by the uterus. While 
the uterine ends of the folds of Douglas are usually distinctly present 
(Fig. 118), they cannot be followed toward the parietal peritoneum. 




Fio. 121.— Retroflexion of the uterus with prolapse, 
oooslderable rectocele. 
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The broad ligaments are also stretched on both sides. The peritonenin 
is not loosened beyond the innominate line upward. The roand ligaments 
play no part. But while behind, generally close above the vaginal 
attachment, the peritoneum, the fossa of Douglas, is present, the vesico- 
uterine excavation is not deepened. But, as has been described, as the 
hypertrophic part of the cervix inserts itself between the vaginal portion 
or the vagina and the body of the uterus, the peritoneum must remain 
at its old place, that is to say, turn back on the bladder at the internal 
OS above the cervix. Assuming the length of the normal uterus at 
seven centimetres, and that of the prolapsed at twelve centimetres, 
we shall not err if we count at least four and a half of the five 
^centimetres on the cervical hypertrophy. Therefore, the vaginal 
attachment would he four and a half centimetres distant from the vesico- 
uterine excavation. But if the uterus prolapses primarily, the peritoneum 
is close above the vaginal attachment, in the absence of any cervical hy- 
pertrophy. In that case the sound would also demonstrate but a slight 
length of the uterus. 

The parts of the prolapse exposed externally swell oedematously in 
4umte cases. In prolapses of gradual occurrence the lower su^ace 
likewise often increases materially, so that the vaginal portion, measured 
Irom the anterior to the posterior vaginal attachment, may be from six 
to eight centimetres in diameter. This is termed circular hypertrophy. 

Generally the parts of the vagina in front of the vulva lose their 
characteristic surface, the mucosa becomes dry, leathery, hard. As the 
uterine secretions no longer moisten the vagina, this is quite explicable. 
At the swollen, somewhat oedematous portion, ulcers, solutions of con- 
tinuity, and losses of substance in the skin not rarely arise. Even a 
fistula has been produced by such a rodent ulcer at the vesico- 
vaginal wall. 

The entire vagina is considerably thickened, especially at the uterine 
attachment (comp. p. 207, Fig. 117). 

The rectum is not so intimately connected with the vagina as to be 
forced to follow the descending posterior vaginal wall. On the contrary, 
even in total prolapses, the rectum is usually found in the correct 
position, the vagina being, as it were, unrolled from the rectum. Should 
the rectum sink in front of the external genitals with the vagina, as in 
Fig. 121, a part of the rectum will be below the anus ; there the fsdces 
may stagnate, the liquid portions are absorbed, and firm scybala remain. 
In moderate rectocele, however, the rectum contracts during defecation 
and expels the contents, although with difiSculty. 

The bladder follows the anterior vaginal wall, not because the 
connection between them is very intimate, but because the intra- 
abdominal pressure keeps the bladder close to the vaginal wall, and 
becEQse there are no ligaments above holding the bladder up. But as 
the lower half of the urethra is firmly attached to the bone, the 
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nretbra cannot follow this motion. Therefore the bladder and the 
upper half of the urethra flexes downward, a cystocele forms (comp. 
Figs* 116-118). The internal orifice of the urethra lies about in 
the middle of the hour-glass shaped bladder. The lower part of 
the bladder can evacuate the urine only with difficulty. The bladder 
never separates from the cervix except in anteflexion, or in enormous 
ascitic expansion of the abdomen. The sound always demonstrates tha 
lower sacculation, even if but little urine is apparently retained. 

Symptoms and Course. 

During the genesis of a uterine prolapse the women complain both of 
pain in the abdomen — ^traction upon the peritoneal attachments — and of 
pressure and bearing-dbwn. Oon joined with this there is usually d^^nria 
due to the cystooele, and constipation with rectooele. If the prolapse 
liea in front of the vulv% it prevents the patieat from walking and 
working, especially if the prolapse is inflamed in consequence of 
mechanical injuries and uncleanliness. Erysipelas, extensive degeneration 
of the skin, pain with great swelling, force the pati^at to lie down. 
Should such inflammations recur frequently ; should medical aid, rest, 
and good nourishment be impossible, the condition of the patient becomes 
deploraUe. On the other hand, not a few cases occur in which the 
patient has nothing to complain of and believes medical assistance to be 
uncalled for. 

Menstruation shows no abnormalities characteristic of prolapse.. 
Pregnancy may occur. Then the growing uterus remains in the abdonLea 
and the patient is temporarily cured. 

If the prolapse occurs sud denly (compare p. 208), the pain, is OBoally 
excruciating, so that shock and syncope ensue. Peritonitis may sucoeed. 
At times, however, sudden prolapses also develop without symptoHis. 

As will be gathered from the description on the preceding pagesy the 
course is chronic. It may extent over many years, and ipay be retarded 
or interrupted by treatment. Even complete spontaneous cure, though 
rarely, has occurred. Namely, if peritonitis ensued, and the uterus waa 
replaced by the mere rest in bed, peritonitic pseudo-membranes may 
fsfiten the uterus above and hold it permanently. 

Diagnosis. 

The differential diagnosis between the prcdapse of a tumor and' 
prohq^se of the ut^ns is easily made by inspection, palpation^ and 
exploration. 

It is especially requisite to determine the degree or the form of the 
prolapse. Therefore it is necessary to proceed quite systematically. 

In incomplete prolapse we examine in the erect position, causing the 
woman to bear down, while we pull on the vaginal portion to see how far 
the uterus descends. The pulling is interrupted at the slightest indication. 
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of pain. Should the prolapse have been replaced by the patient, she is 
directed to strain so that the prolapse recurs. 

Then, with the patient in the recumbent position, we examine first 
ihe vagina to ascertain whether the vaginal vault is still present in firont 
or behind ; and how deep the vagina is. Second, we examine with the 
uterine sound from the bladder, with the finger in the rectum, for cys- 
tooele and rectocete. Then we determine by the sound the length of the 
uterus, and by the combined examination the size, mobility, form^ and 
the possibility of reposition of the uterus. 

^PFWtl99^t* 

The prophylacda of prolapse is covered by the rules for the correct 
management of labor and the puerperium. During labor, incisions must 
be made into the strongly depressed, non-dilating os. Perineal lacerations 
are to be accurately united. The vagina is to be cleansed by irrigations, 
lest its walls remain inflamed, hypersemic, and heavy. The bladder is to 
be emptied ; the importance of this fact has been previously pointed out. 
In the same way, easy defecation must be provided for, as much straining 
and a thick column of faeces produce the etiologically important and 
dangerous, late puerperal retroversion. All inflammations disturbing the 
involution of the uterus are to be carefully treated. The puerpera must 
not be allowed to get up too early and exert herself. If bearing-down 
occurs, searching examination must be made and if necessary the proper 
treatment instituted. In the case of very lax vaginal walls, strongly 
astringent injections must be used several times daily. 

To begin with, if we find a rectocele or cystocele in a normal or nor- 
mally situated uterus, positive cure may be attained by the excision of a 
flap of mucous membrane appropriate to the degree of descensus, and 
union of the margins. This harmless operation should be performed 
much more frequently ; by the removal of cystocele, especially, we 
nd^lt prophylactically prevent many a subsequently developed uterine 
prolapse. 

In this operation, elt/irorrhaphy, we freshen an oval of from five to 
eight centimetres long and three to six centimetres broad, accoi*ding to 
the size of the cystocele. If the anterior vaginal wall lies in front of 
the vulva or can be drawn down, the freshening is to be performed in 
front of the external genitals, where also the sutures are inserted, and 
tied as far as feasible. The remainder of the sutures are united after 
the reposition. 

For this operation I employ the leg braces depicted in Fig. 122. A 
strong silk thread is passed through the vaginal portion. By means of 
this thread the vaginal portion is drawn downward and backward and, 
if no assistant be present, fastened to the perineal holder (Fig. 122, 
<sentre). A Simon's speculum may also be introduced, and the silken 
thread wrapped around the clamp fastening the speculum to the handle. 
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Then the self-retaining specnlum hangs down, depressmg the uterus by 
its weight. But if an assistant be at hand, the vaginal portion had 
better be seized with the forceps illustrated in Fig. 15, p. 36. As we 
freshen at the right or left side, the assistant renders the surface tense 
by corresponding traction or twisting of the vaginal portion with the 
forceps. 

For the mode of freshening, the kind of suture, and the after-treat- 
ment comp. pp. 8d-91. 

Recently Hegar has devised a clamping pincette which greatly facili- 
tates the excision of an ovaL Fig. 123 represents the instrument, pre- 
viously constructed by Sims for the same purpose. With sharp tenacnla 
or American bullet forceps we first seize the fold of mucosa to be removed. 
This fold is clamped in the pincette, the sutures are passed beneath it^ 




Fio. 128. Fia.188. 

Fio. 129L— Leg-braoes screwed to an ordlnair table. Between them the perineal holder. 
Fia. lsa.~Pinoette of Sims and Hegar for grasping folds of vaginal muooea daring exdalon. 

and the fold cut away close to the pincette and above the ligatures. T 
did not succeed in this ; I always passed the needles close under the 
pincette and abscised the fold of mucous membrane close above it. The 
threads are then knotted, and the wound thus rapidly closed, almost 
without any loss of blood. Should the operator fear to have included 
the vesical mucosa in the clamp, he introduces a sound into the bladder 
while a needle remains inserted in the middle of the fold. The sound is 
passed from above down in the groove between the two arms of the 
pincette, and we convince ourselves whether the needle is to be felt there, 
that is to say, projects free into the bladder or not. In the former case^ 
a smaller fold must be seized and the needle passed more superficially. 

We proceed in a similar manner at the posterior wall in the rare 
isolated rectocele. In excessive dilatation of the rectum it is certainly^ 
permissible to remove a piece of the rectal mucosa. 

But the cases are very rare in which there exists a quite isolated de- 
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Bcensas of the vagina. Usually the uterus participates in the dislocation 
BSkA the treatment is hence to be directed against the latter likewise. We 
have seen above that the retroversion and the secondary cervical hyper- 
trophy are the most essential complications. For the retroversion con- 
joined with descensus, we shall have good results from a pessary which 
stretches the vagina and thus keeps the vaginal portion away from the 
vulva and holds it in the position of anteversion into which it has been 
brought by the hand. Pessaries appropriate for this condition are the 
longitudinally oval ones of Hodge, bent according to the direction of the 
vagina (comp. p. 193, Figs. 106 and 107). A Schultzc's figure-of-eight 
pessary, in the upper ring of which the vaginal portion is maintained 
behind and above, is often employed with advantage. In fact, we 
properly have to deal with the treatment of a retroversion described on 
p. 193. 

Mayer's rubber rings are not to be recommended m incipient prolapse. 
They operate by stretching the vagina also to the right and left, opposing 
the desired extension. In general, they, moreover, occupy too much 
space, as their volume is large. Cases are not rare in which the soft 
rubber ring helps palliatively, hut is positively injurious. For the 
dilatation of the vagina increases more and more, and thus also the size of 
the rings required. Finally the vagina is so stretched, relaxed, and dilated 
that is easily becomes inverted and prolapses with any sudden exertion. 
In this way prolapses have occurred even in nulliparss. On the other 
hand, the Hodge pessary requires but little room. It stretches the vagina, 
but does not dilate it. While it is in place, the peritoneal fastenings as 
well as the vagina may gain strength and a positive cure is possible. 

If the uterus, too, is hyperaemic and badly involuted, it will, when 
oorrectly placed, soon become smaller and normal, provided the case be 
not one of* chronic metritis and of hypertrophy of many years' standing. 

In the latter case, the cervix is hypertrophic, and an amputation or 
excision of the vaginal portion is indicated : first, because the vaginal 
portion constitutes a large part of the prolapse ; second, because after 
amputation the uterus, or the cervix, does not shorten merely by the 
amputated piece, but in its entirety (comp. p. 159). The operation is 
not dangerous, because the anterior peritoneal pocket (comp. pp. 206, 
207, Figs. 116 and 117) is at a distance from the vaginal attachment. 

The operation is performed in the manner described (p. 139, Figs. 
78-80). The operation by the knife and the suture is to be preferred 
to all methods formerly in use — the galvano-caustic ablation (comp. p. 66, 
Fig. 34) and the 6crasement. 

As in the present instance the object is not to produce a normal vaginal 
portion, but to remove as much tissue as possible ; moreover, as in great 
circular hypertrophy the wedge-shaped excision is very slow and difficult, 
I have operated according to the following method (Fig. 124). After 
the lateral division of the vaginal portion, the posterior lip was first 
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drawn down and seyered in such a manner as to make the florface of the 
incision form half of a right angle to the uterine axis. The anterior lip 
was removed in the same way. Then two deep sntares closed the external 
halves of the wound. Now stretching the specula upward and downward, 
the wound surface bulges strongly above and below, as represented in 
Fig. 124. The wound is then united so as to form a cross. In the centre 
a large os remains which does not easily become atretic. 

In many oases in which the low position of the ntems is due nJ&er 
to the size of the vaginal portion than to the prolapse of the vagina^ 
amputation of the vaginal portion is positively sufficient. The small 
uterus is kept in place above and assumes the normal anteTerrion. 
Should this not be the oaae, a pessary will help, or elytrorrhaphy, above 
described. 

But if the support of the posterior vaginal wall be lacking> if the 
perineum behind be considerably lacerated or 
the vagina greatly relaxed, the descensus may 
gradually reform. It is necessary, therefore, 
to furnish also a posterior support, to add » 
perineoplasty. The posterior support is so im- 
portant and effective even, that during its in- 
tegrity or artificial reinforcement the descensoa 
of the anterior wall can proceed only to a non- 
dangerous degree, that the anterior vaginal pro- 
lapse is kept replaced by the restored posterior 
wall! And hence many (praters, neglecting 
the nearer anterior elytrorrha{^y with excision 
of the vaginal portion, recommend and petform 
only coJpoperifteoplasUfy which is to extend m 
high up as possible, as treatment for prolapse. 

While hitherto we have especially had reference to cases which are 
designated hypertrophy of the median portion of the cervix (comp. Fig. 
119), those, therefore, in which the posterior vi^nal vault is still present; 
we now come to the subject of total prolapsus (Figs. 117 and IIS), in 
which the vaginal attachment to the uterus no longer forms the upper 
end of the vagina, but in which the uterus is suspended from the pelvis 
by the vagina, and the vaginal attachment forms the lowest part of tlie 
vagina. 

Until recently, even in these cases, help was sought to be given ex- 
clusively by pessaries. A pessary may be of use in three ways : first, it 
is so voluminous as to press the vagina against the pelvic wall, then the 
vagina cannot become inverted. Second, a pessary is laid like a bar in 
front of the lower opening of the pelvic cavity, then the pessary prevents 
the prolapse passing the vulva, but it lies immediately over and upon the 
pessary or behind the vulva. Tliirdy a pessary, by being fastened by 
external bandages, may keep the uterus in place. 



Fig. 184.— Amputation of 
the yaglnal portion with great 
dreular hjrpertrophy ; cruci- 
form union. Below and later- 
ally the walls are united, 
above tiie Butores are Insert 
ed, the oe remains In the 
centre. 
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The first series of pessaries is represented chiefly by the larger and 
laigest numbers of Mayer's rings. Besides, there were used — ^large wooden 
balls covered with wax; rings of tow, rubber, and wax covered with 
leather aud thickly varnished; pyramidal and tubular instruments, in- 
flatable rubber pessaries, etc. Although all pessaries which dilate the 
vagina excessively are irrational, it cannot be denied that actually a large 
number of patients are perfectly contented with these instruments. To 
be sure, the majority of these pessaries are not applied by physicians, but 
by midwives, trussmakers, or the patients themselves. 

The most important of the instruments of the second series is Zwonok's 
wing pessary. Fig. 125. 

It is introduoed into the vagina with closed, folded wings; then the 
lower screw is turned until the wings are completely separated (see Fig. 
125). Thus expanded, the wings hold themselves right and left at the 
inner surface of the ischium, or at the anterior pelvic wall, espedally the 
lowier part of the pubic arch. If the pessary is well placed, it forms a trans- 
verse bar occluding the lower opening. 
In front there remains only the angle of 
the pubic arch, and behind a narrow open- 
ing to the coccyx. The uterus and the 
vagfaud folds i^t upon the pessary and can 
reach the outside neither in front nor be- 
hind. 

But the sharp margins of the wings, 
piened strongly against the bone by the 
•operinoumbent prolapse, gradually crush 
the soft parts, bore their way in, as it were, 
so that the instrument becomes covered 
with granulations and immovable. This rio.MB.-aw«oek'ip«iiMy. 

is a serious matter when the instrument 

places itself with its longest diameter in the straight diameter of the pel- 
vis. Should this rotation occur, owing probably in the flrst place to the 
<)ohimn of fnoes, the wings may perforate the bladder and the rectum. 
TheBQ cases of fistulsB due to Zwanck pessaries are extremely frequent, so 
that the total banishment of the instrument is demanded nowadays. 
He^wever, there are careful patients who remove the instrument every 
night and feel very well with it. Accordingly it is not justifiable to give 
this dangerous instrument to unknown women who are lost sight of. On 
the other band, the Zwanck pessary may be used when we are convinced 
of the conscientiousness of the wearer and are in the position to prevent 
mischief by accurate observation. 

I have also employed a '' transverse bar pessary '' in the following man- 
ner: A small flexible rubber ring of six to seven centimetres diameter is 
bent like the contour of the wmgs of Zwanck's pessary. The size of the 
instrument depends on the width of the pubic aroh; if the latter be veiy 
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wide, we need a large inBtrament. The centre of the anterior bow is 
marked with a thread. Then the pessary is passed into the yagina, nar- 
row side first. The pessary is now moved to and fro until the previonsly 
marked centre lies exactly in the middle when the vulva is separated, 
after the pessary is no longer held. With the linger hooked over, we try 
by strong traction whether the pessary sits firmly; the woman is made to 
get up, walk about, strain, and the pessary is again examined to see if it 
remains unchanged. 

In this way the prolapse is often kept back by a non- voluminous, non- 
compressive, soft pessary. 

But if the vagina is completely separated from the underlying tissue,, 
folds will crowd past any pessary and displace it. 

If in such cases we cannot remedy the fault by placing several pessaries 
one above the other, or if the voluminous apparatus qannot be borne, we 
have recourse to the third series of pessaries. 

These apparatus, ** hysterophores/' a much used form of which is 
represented in Fig. 126, consist of a cup ay 
situated in the vagina, which bears the uterus; 
an abdominal belt b, from which four elastic 
tubes c extend downward to unite in a leather 
plate to which the cup on its stem is fastened 
by a screw d. 

The apparatus here illustrated, an American 
invention, possesses the advantage that the 
no. i».-Hygterophore. tubes c are readily adjustable on the abdominal 
belt and easily fastened. As the tubes c e cross 
between the legs, the anus behind and the urethra in front are left free. 
Such apparatus, as a rule, are not continually worn by the patients, as 
they are troublesome when changing from sitting to standing, walkings 
or lying. 

Although there is any quantity of pessaries besides those described, 
constructed partly by physicians, partly by laymen, we content ourselves 
with what has been stated. The other apparatus are either but slight 
modifications of those here mentioned, or so unpractical as to be worth- 
less to the practitioner. 

Inasmuch as all pessaries have their inconviences and disadvantages 
and are worthless in many cases, it was natural that cure was sought to 
be attained by operative means. This was done in various ways. 

In the first place, in cases in which a pessai*y would not remain or could 
not be borne, the vulva was sought to be partially occluded — Fricke's 
episiorrhaphy. Soon it was found that the stitching together of the labia 
majora was insufficient, that the uterus gradually tore the membranous 
bridge and again prolapsed. 

The obstacle was then placed higher up. The posterior vaginal wall 
was united and a contracted portion of the vagina there formed, narrow 
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enoagh to preyent the passage of the uterus. However, even this method 
proved insufficient Therefore, flaps of skin were also excised laterally,^ 
the vagina was burned and 'cauterized, or contracted circularly by liga-^ 
tnres. 

This method likewise failed. 

A great advance was Simon's posterior colporrhaphy. Simon fresh- 
ened, in the posterior vaginal wall, a surface represented in the adjoining 
Kg. 127. The base of the figure cdc is above the labia minora within 
the vagina. The size is adapted to the proportions of the vagina, usually 
iab was made equal to five centimetres; b c equal to six centimetres; cde- 
equal to seven centimetres in length, a d lies exactly in the middle be- 
hind. The surface is approximated, as indicated in Fig. 127, in such a 
maimer that a b falls on a by be on bcy dcon dc. When united, a cica- 
trix the form of Figure 128 wiil be exactly in the median line. The 
uterus is elevated the height of this cicatrix. The vaginal portion rests. 
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ftaa U7 and 128.— Diagram of the surface freshenedly Simon; the satm^es marked in the for" 
flMr, milted in the latter. 

Tm, ISQi— Diacrram of the surface freshened by Blsehoff . 

upon the line a b (Fig. 128), the cicatrix forming, as it were, a firm' 
pedestal for the uterus. But if the uterus does not abut against this 
line; if, retroverted, it crowds between b c and the anterior vaginal wall, 
the cicatrix and the vagina gradually yield, and the uterus begins to pro- 
lapse anew. However, there are quite a number of cases, by Simon and 
other operators, in which the method described was followed by perma- 
nent results. 

Bischoff, of Basle, had another idea. He placed the chief value on 
the direction of the vagina and the uterus. He justly emphasized that a 
prolapse is impossible whenever the angle formed by the uterus with the 
vagina is acute. Accordingly, Bischoff seeks the importance of his ope- 
ration in the forward flexion of the vagina. He freshens the above 
Figure 129. First the flap a o a is dissected off with the handle of tho 
scalpel, finger, and knife. This flap, then, lies exactly in the median 
line and is formed by the posterior rugous column. Then the mucous 
membrane is removed from the surface abdba. Now ab on both sides 
is joined to a o, and thereafter bd to bd. In this manner, from a verti- 
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^eal posterior vaginal wall is formed an almost horizontally extending por- 
tion, at the upper end of which the vagina is aontely flexed. 

Winckel again operates similarly to Simon. His freshening is mvdi 

lower, bnt he obtains a better 
barrier by not removing the 
mucous membrane, but diesect- 
ing from the middle towaid 
the sides and uniting the flaps 
folded toward the lumen of tbe 
vagina. Thus, if Simon's figure 
is higher, Winekel's freeheiied 
surface is broadm', encircling 
^^ ^ the Vagina in form of a riag. 

^y d \^^ f\}\K'^ Keugebauer took up an old- 

Vte. 180. Tn, lU. er proposition, and operated by 

Diacnm ot the mrtace freshened bj Hegar, the freshening an OVal at the an- 
taree tnOk^^ to the fonner, united to the latter, terior and posterior vaginal 
Aooordtoff toUfte ■iaeoftheTafl:inA,aelisfrom7tolO ^ _, _• 

«n.ioogia^8to9Mi.;&dd,vto8om. Walls, luese surfaces were 

united, the anterior wall adher- 
ing to the posterior. 

Simultaneously with'Simon, 

Hegar had performed many 

operations and indicated a 

method having the advantage* 

of being simple. Hegar sec 

himself the task of restoring 

the natural conditions as nearly 

as possible. To this end he 

I freshens a triangle. Fig. 180, 

\abdb. hdi lies more deeply 

i than in Simon's operation (Fig. 

127, c d)y so that a new ^leri- 

neum is formed. The point a 

FiQ. 1S3.— Complete effect of Heii:ar*s prolapsiu is close to the OS Uteri. After 
operation; the united surface todlcated by transverse |i^- frianalA is nnitAfl thnra \ti 
shading. Of course, it is impossible to obtain this :^^^ triangiO 18 UUlteU, tWerO IS 
form of the cicatrix As is shown by the examination in the posterior Vaginal 'Widl a 
immediately after the operation the ci<«Wrc^^^ triangular cicatrix, Fig- 

from above downward, thus slightly folding the entire , , m. . . . - ,^ 

vaginal surf ace. 131, aid. This Cicatrix has 

the purpose of preventing mn 
inversion of the vagina. Although it is impossible to restore the integrity 
of the upper fastenings of the uterus, the narrowness and rigidity of the 
vagina can be artificially reproduced. This is done by the formation of 
a firm, unyielding cicatrix which, re-creating the perineum, extends up 
to the vaginal portion. Thereby the vaginal portion is, as it were, kept 
above and the uterus elevated. Gradually it diminishes and bj the 
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i«ifhtcd!,tbem(e8tind ia pcessod npon the bladder; thus restoring ii» 
normal position in which prolapse does not recur. In Wig. 13^ we seet 
the strong cicatrix, marked by transverse shading, keeping the still 
hjpertrophied uterus elevated. 

If the prolapse is very large, etsbensive pieces of skin are removed from 
theaotenor aod latei^l vaginal wall in the manner deaoribed on p. 2ia. 
Tha oioatrjbesr resulting therefrom, likewise render the vagina maetow 
and rigid* A hypertropbied vaginal portion may be diminished by ther 
variofia m^thods> bujt the correct position of the uterus^ the hemorrlidge^ 
dariBgthiBoperation^.and thi^.rest.ii^badsabsequeDt to it^ have au^aiiro^ 
^byinginfluenee.oiithi^.ccarvii^.e^eti.witlMMittesoiaionof the vaginal p^i:* 
doiu 

JmfmM(^ m in nvolapsns-opeiPatiions Yexf^ Uxt» wowaA: surfaosa have 
frequently to be united, the surface corrugates and folds too much if it 
be brought together by a single loop of thread. Therefore the deeper 
half of the freshened surface may be united by\deep catgut sutures, super- 
ficial silk sutures being used above. lii this, way the wound surface is well 
ooapted. The technique of the freshening a^ approximation, as well 
as the after-treatment, are the same in general as those of perineo* 
plasty (comp. p. 89 and Chapter lY.). It should be remarked, how- 
ever, that the patient must remain abed at least two weeks after a prolapsus 
operation. The sutures may be allowed to remain and to suppurate out 
gradually. The su|)p«nition in a suture track renders the cicatrix but 
the firmer. 

As to the value of the different methods, that of Hegar stands at the 
head, both as regairds the facility of execution and result. The objection is 
is made to it that by it the vagina is rendered too narrow; that not only 
is healing retarded bT^thagreattraetioR during the stitching, but a serious 
obstacle may exist at a subsequent labor. For this reason A. Martin has 
devised a method in which two longitudinal strips instead of a triangle 
are denuded and united. Whether thereby as firm a cicatrix will be 
secured as would appear desirable according to Hegar, will have to be 
fflfcfM However, SKbaequent labors enter into the consideration in th» 
leiafemuabev> ot patients. Minor details of the operation, especially m^ 
regnrda- thei forth^n exeMioa of ovals> will have to be modified. to suit 
individtialioases^ 

Biscb0ifBOparati0n is oortainly impropriate to cases in whidi the. pos- 
terior rugous column defkand&aooioiirhat, hypertrophied, tag*like; but in 
prolapses of very long standing, in which the posterior vaginal wall is 
quite thin and lax, it might be impossible to secure a thick fiap. In 
BjaehotfTAai^in: Winokel's operations, the dwger in snhsaquent labors is 
sUgbtr ai.imrisioBi soon make room. • Hence it is possible that ia future 
thelatteroperations may be chosen for younger women; for the older> 
the more certain and complete operation of Hegar. 

Tha only danger from prolapsus operations would be by sepsis* hut- 
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this may be ayoided with certainty. Thus far aboat eighty per cent were 
oared by the operation. 

F. Ikveesiok. 

Etiology. 

After fall-time labors^ exceedingly rarely after abortions, the fondos 
of the nteroSy for reasons that do not belong here, occasionally becomes 
depressed; gradaally it descends, passes through the cerrical canal, and 
finally the inverted uterus lies in the yagina or prolapses even in front 
-of the Yulya. Should the woman survive the consequences of the acute 
inversion — ^hemorrhage or progressive septic inflammation — the a£Fection 
remains in a chronic form. 

Besides, inversion arises from tumors. Should there be a tumor ex- 




ited 188.— InTeraloii of the uteros, 'wltb a myoma In the fondnSi 

actly in the fundus, should the surrounding uterine tissue atrophy or 
undergo fatty degeneration, the tumor glides into the uterine cavity. 
Partly by the weight of the tumor, partly by the uterine contractions, 
the tumor^Hiragging the uterus along — is forced deeper. Finally the 
tumor passes through the os uteri, even in front of the vulva. Both 
benign and malignant tumors may lead to inversion* 

Anatomy. 

In the majority of the carefully observed cases, the cervical canal was 
still present, so that the inverted uterus, and above it the os uteri, ooold 
be felt in the vagina. The bladder is not dislocated. In recent puer- 
peral inversions the ovaries will probably lie in the funnel; but, at least ac- 
cording to my observations, there are no intestines in the funneL Sutae- 
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^aently the OTaries are di*awn up, so that the uterus becomes small and 
the funnel narrow, so much so that not even the finger can be pressed into 
it The size of the uterus is yery variable. While in one case it was 
felt as a small, firm, round, spherical tumor, in other cases it appeared 
large, soft, compressible, flattened, almost oedematous. In Fig. 133 is 
represented an inverted uterus, in the fundus of which is a large myoma 
sarrounded but by little uterine tissue above and below. 

Symptoms and Course. 

The most important symptom of acute inversion, the hemorrhage 
•continues during the chronic inversion, partly as monorrhagia, partly as 
metrorrhagia, for instance, during coition. Pus, shreds of membrane, 
and mucus are also passed. The traction on the peritoneal ligaments 
causes pains, increasing especially during the development of a prolapse. 
The compression exercised by the contracting os upon the cervix may lead 
to congestion and even gangrene of the body of the uterus. However, 
•cases have also been observed in which the inversion has lasted for decades 
without symptoms. Just because every symptom was absent, the uterus 
was taken for a tumor and removed. 

In the further course, all the consequences of repeated great losses of 
l>lood ensue. The patients may be bedridden for years, as every movement 
provokes the most violent hemorrhages. 

Diagnosis and Prognosis. 

In order to make the diagnosis, we must first demonstrate that the 
litems is absent from the place where it ought to be, and second, that the 
tumor felt in the vagina is really the uterus. 

When the anamnesis has made inversion appear probable, combined 
•exploration is performed. If the abdominal coverings are too resistant 
i;o allow of thoroughly palpating the pelvic inlet, examination is made 
irom the rectum and vagina, alone and combined, from the vagina and 
bladder, and from the bladder and rectum combined. Narcosis is often 
Tequired. Owing to the importance of a correct diagnosis, no pains must 
})e spared. 

The tumor is then circumscribed at its upper end while traction is 
made upon it. Should the cervix become inverted, softhat the groove at 
the pedicle disappears by flattening, an inversion is present. If the vagi- 
nal portion remains unchanged, while the tumor descends low, it is a 
case of pediculated polypus. If it be impossible to penetrate with the 
finger between the tumor and the cervix, the sound is pushed up round 
about the pedicle. Should it penetrate deeply, the knob of the sound is 
searched for externally. Thus guided, the uterus can be clearly felt and 
inversion excluded. 

But should the sound be arrested all around close above the external 
^ that will be the point of inversion. Finally we try to feel the funnel 
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distinctly by combining downwara traction on tlie uterus and upward 
pressnrey with the oontrolling hand placed externally. 

Byen if the lowest part of the prolapse is certainly formed by a tumor, 
the pedicle of the tumor may, at le^t in part, be formed by the iuTerted 
uterus. This will always be suspected when the pedicle is extraordinarily 
thick. Therefore the most careful examination is necessary to find the 
limit between tumor and uterus. The uterus is softer than the turner, 
the latter usually much paler. 

The proffTiosis is unfavorable without operative interference, because 
the hemorrhages continue, and the degeneration of the tumor may lead 
to Bepm, The reposition succeeded after thirteen and nKNre years; thea 
not only perfect health results, but pregnancy may even ocoiur. Span^ 
tinaoQS reinveiBioai baa beea oaca observed by Spiegelberg. 

Tyeatmeni. 

The treatment oomists in enucleation of eventuaJl tumors^ repomtioa 
o< the uterus, and, if that fail, amputation, of the organ* The latter 
<4MMration is unnecessary when the^ inversion no longer cuisea any sjmp* 
toms. 

The reposition i» performed in narcosis. Under external control, lest 
the foroed-up organ be torn off the vagina^ the uteni3 is pushed, in aad 
through the cervix. The uterus must be grasped with the whole hand^ 
and by this pressure made softer and less plethoric; the spreading fingers 
bore into the grooves of the cervix and crowd the margin of the os out- 
ward. It has also been recommended first to reinvert one tubal region^ 
to make longitudinal incisions into the body, instead of pressure from 
without to draw the vaginal portion down with tenacula, Muzeux's for- 
ceps> or by silk ligatures passed through it. Furthermore, wire sujtiireft 
have been placed below the fundus from one lip to the other, so aa to 
make continuous pressure against the fundus* 

Should we fail in the above-described manner, a colpeurynter filled 
with w^r or air is placed in front of the uterus. The permanent pres^ 
sure softeas the uterus, diminishes it, and forces it through the cervix. 
This method succeeds in cases in which the employment of the greatest 
force and repeated attempts have led to nothing. The reinversion en- 
sues both slowly and imperceptibly and with violent contractions of the 
uterus. 

If this manner likewise fail, firm adheaons in and above the funnel 
probably prevent the reduction of the organ. Then, if the symptoois be 
inconsiderable^ the uterine mucosa will be sought to be altered by caute- 
rtsationaor strong astringents so that the discharge of blood and mucus 
will almost oes06. 

If the hemorrhages continue to be very profuse, nothing remains but 
to amputate the uterus. This must not be done by a simple abscission, 
because the bleeding and subsequently suppurating wound surface will at 
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onoe inyert upward into the abdominal oayity. It is necessary, there- 
fore, to place a ligature above the place of amputation, or to put several 
needles through the uterus. It mi^'ht also be feasible to join the wound 
surface accurately all around with catgut sutures, and then to favor the 
spontaneous reinversion of the remnant of the uterus. 

Antiseptic precautions evidently are here pre-eminently required. 

Should the inversion have been caused by a tumor, the latter is to be 
carefully removed or enucleated. After that, the reinversion is usually 
easy. The separation by the ligature, the 6craseur, and the galvano-cau- 
teiy has been recently abandoned. 

G. Thb Babeb Displaobmbkts of the Uterus. 

The extra-median position of the uterus is without practical import- 
ance. A deviation of the vaginal portion to one or the other nde may 
be congenital or aquired. In the latter case, exudations, pseodo-ttem- 
branes or tumors pushed or pulled the uterus to the right or left. In the 
same way a latero-version occurs. The latter, besides, may be the conse- 
quence of defective development of one half of the uterus. Thus a 
unicorn uterus always inclines strongly toward the defective side. 

The elevation of the uterus likewise is merely a complication of other 
pathological conditions. By parametritic exudations at the anterior ab- 
dominal wall the uterus is often lifted very high, or fibromata and ova- 
rian tumors pun the vaginal portion high out of the pelvis, so that it can 
barely be reached. 

Very rarely the uterus gets into a hernial sac. If we bear in mind 
that in fcetal life the uterus lies above the pelvis, it will be seen that it is 
possible for an ovary or the tube to be inclosed in a hernial sac, dragging 
the nterus after it. Then we have an inguinal hernia of the uterus. 
Such a uterus may become impregnated. If symptoms be present> 
extirpation of the uterus would have to be performed. 
15 
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CHAPTER XIII. 

NEW-FORMATIONS OF THE UTERUS. 

A. Mtomata. 

Myoka of the uterus is a partial hyperplasia of the uterine tissue; 
when the hyperplasia of the connective tissue preponderates, the tumor 
is called a fibro-myoma. The etiology of these tumors is unknown. 
Nearly every tenth woman has one or more myomata in the uterus. 
Ifyomata occur from puberty on, but usually they arise later. 

In a single uterus may be as many as 
fifty tumors which mutually hinder their 
growth, producing flattened, hemispheri- 
cal, or quite irregular bodies. If there be 
many tumors, they are usually small and 
hard; while with the more diffuse, large, 
vascular, interstitial myomata smaller tu- 
mors are but rarely demonstrable. 

Myomata occur in all regions of the 
uterus; most frequently above, rarely be- 
low. Cervical myomata belong among the 
rarer cases. 

The point of origin is of importance 
for a myoma; three different types have 
been distinguished accordingly: suhperito- 
nealy interstitial, and submucous myomata. 
Should a tumor develop in the external 
layers of the uterus, it will of course grow 
toward the abdominal cavity and not into 
the resistant uterus (Fig. 134). The tumor 
is covered by but a thin layer of uterine tis- 
sue or is close under the peritoneum, hence " subperitoneal myoma,'* As 
long as the tumor is small, it may be sessile on the uterus in the shape of a 
small, hard swelling the size of a nut; but if it grow more and more, the 
myoma, following the law of gravity, will glide down the external wall of 
the uterus, descend, and possibly drag the uterus after it and flex it. or 
the myoma, as it were, detaches itself from the uterus, forming a pedicle. 




Fia. 134.— Several myomata in a 
single uterus; above a subperito- 
neal, at the right and left a firm myo- 
ma surrounded by a connective tis- 
sue capsule; near the uterine cavity, 
two submucous a myomata. Vas- 
eular dilatation of the uterus. 
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T^lien the subperitoneal myomata become lai*ger^ they may also pull the 
uterus upward, so that the cervix becomes quite thin and even ruptures. 
As in OYarian tumors, axial rotations occur. Thereby the cervical canal 
may be so compressed that the imprisoned blood may form a hsemato- 
metra. Much more rarely the myoma will depress the uterus. A de- 
Bcensus of the uterus results more readily from the traction of a 
polypus from below than from the pressure of a myoma from above. 
Should subperitoneal myomata develop nearer the lateral margin of the 
uterus, they unfold the broad ligament and lie completely between its 
layers, in the parametrium, that is, extraperitoneally. 

The myomata being hard, they irritate the peritoneum mechanically, 
rcausing adhesions and agglutinations. If a woman with such affections 
becomes pregnant, the adhesions usually yield without symptoms and are 
stretched to cords — pseudo-ligaments. The latter, after the delivery and 
iuTolation of the uterus, cross the abdominal cavity, so that the intestine 
may be flexed around the ligaments and the puerpera perish from ileus. 
By such adhesions further nutrition of a subperitoneal myoma is also 
brought about The growth, for instance, may adhere to the parietal 
peritoneum. I have seen a case in which a small myoma was firmly ad- 
herent to the ovary, making the impression at fii*st sight of a double 
•ovary. Some very rare cases are also known in which, after stretching, 
thinning, and rupture of the pedicle, the myoma was found free in the 
peritoneal cavity. 

If the subperitoneal myomata are sessile on a broad base, they obtain 
sufficient nutriment and often attain an enormous size. Myomata have 
been found at post-mortems and removed by laparatomy which distended 
the abdomen to and beyond the size of a uterus near term. In yery rare 
cases, gangrene of the distended abdominal wall ensued, and the myoma 
was exposed openly. I know of a case terminating favorably, in which 
an abscess opened at the point of rupture for parametritic exudations, 
aboYC Poupart's ligament, from which suppurating myomatous masses 
the size of a man's head were removed in several sittings. 

If a myoma arises about in the middle of the uterine wall, it is an 
interstitial myoma. These tumors especially, being surrounded on all sides 
by yascular portions, find the most favorable conditions for further 
growth. We shall have to look for the diffuse, soft, cavernous myomata 
almost exclusively among the interstitial. It is obvious that such 
myoma, too, in its further growth may partly reach closely to the peri- 
toneum, or may, and possibly must, get into the uterus (Pig. 135). 
These myomata are comparatively the largest. The opposite uterine wall 
may become quite thin, membranous, so as to rupture during labor. The 
uterine cavity is considerably distorted and enlarged. 

If a myoma springs from the muscular layers above the mucosa, it 
will not develop into the firm uterine parenchyma, but into the uterine 
cayity. A subniucotis myoma forms. Such a one can only bulge the 
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ntefrine nmcosa into the cavity in a segment of a circle. Or else it may 
to a great extent lie within the cavity, in the form ottk polypus sessile an 
a iroad base (Fig. 136). Finally it is possible that the myoma prolifer- 
ates into the uterine cavity 
in such a manner as to be 
united to the parenchyma 
merely by a pedicle, that is 
to say, so as to give rise to 
a polypus (Figs. 137 and 
138). The latter again may 
remain in the utems or be 
delivered into the yagina. 
If it be very large, it irri- 
tates the vagina by pressure 
and often becomes adherent 
to it. Then the diagnosis 
will be doubtful; a vaginal 
origin may be suspected 
(comp. p. 100). Although 
the polypi have usually a round form, they may be grooved if partly 
in the uterus, partly in the vagina. Hour-glass shaped tumors arise in 
this way. 




TiQ. 185.— Large myoma of the anterior uterine wall, 
of Interstitfal origin; no clear demarcation of the uterine 
basis; enormously dilated Teasels at the border of the 
myoma. 




Fio. 136. Fio. 187. Fio. 19S. 

TiQ, 186.— Large submucous myoma sessile yn a broad base. 

FlGs. 187 and 188.— Pediculated myomata; fibrous polypi; the former sprfnglBg from the fmdns, 
the latter from the cervical canaL 

The pedicle, of course, leads the nutrient vessels to the polypus; thick, 
profusely bleeding vessels occasionally coursing through the pedicte. 
Usually but a single polypus is' present, yet cases occur in which a sec- 
ond polypus is palpable after removal of the first. All forms of myoma 
may combine, so that within or upon one uterus quite a number of 
tumors are found. By pressure, traction, and adhesion of the myomata^ 
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to the different uterine walls the cayity becomes so irregular that sound- 
ing or intru*uterine treatment is impossible. Even in the case of a single 
myoma sounding may fail, as in that illustrated in Fig. 102, p. 18d. 

A peculiar form of myoma is the so-called cysto-myoma — ^a class of tu- 
mors which only recently has awakened the interest of gynecologists, espe- 
oiaJUy on account of the difficulty of the differential diagnosis from other 
abdo<minal tumors— ovarian cysts. Perhaps it would be more correct to 
treat of these tumors by themselves, not as a subdivision of myomata. 
The; reach a colossal size by cyst-formation; they are not specially con- 
fined to the external or internal surface of the uterus, but are met with 
both close beneath the mucous membrane and subperitoneally. The ori- 
gin and significance of the cyst-formation are not as yet quite clear. It 
is certain, however, that these cysts in some tumors formed teleangieota* 
tic lymph sinuses containing lymph. Others interpret the cysts as the 
result of an oedema, of a fatty degeneration, of yarious apoplexies, oi 
myxomatous degeneration, or of a parenchymatous softening generally. 
At all events, the cysts have no definite form, are not invested with epi- 
thelium. The spontaneous coagulation of the fluid obtained by punc- 
ture pointed to the connection with the lymphatic vessels. 

Yarious regressive metamorphoses y both chronic and acute in char- 
acter, occur in uterine myomata. In the first place, small myomata^ 
especially, become yery hard, firm, and tough, so as to creak when cut. 
Then, lime salts may be deposited in the connective-tissue septa, the 
myomata calcify. The muscular tissue at the same time seems to soften 
^md melt down; at least when sawing open a calcified myoma we usually 
find between the calcareous masses softened patches filled with detritus, 
reddish shreds, and thick liquid. Quite large myomata may also calcify. 
Thus at an autopsy I saw a myoma the size of a child's head, fastened to 
the uterus merely by a peritoneal fold, which had been diagnosticated for 
years as a lithopsedion. The degree of calcification, however, is very vari- 
able. Defective nutrition must always be accepted as the preliminary 
condition to the calcification. In this connection we must mention the 
so-called uteroliths — completely calcified myomata separated from their 
place of growth, found accidentally post mortem in the uteruei, or ex- 
pelled during life. In the centre of a myoma we not rarely find a small 
cayity with fluid or softened contents. 

Another regressive process is that of fatty metamorphosis. Quite 
apontaneous fatty degeneration has not been obseiTcd, but there are — 
ttough very few — cases in which the fatty involution of the puerperal 
uterus likewise affected the myoma which disappeared completely. 

The transition to 'the acute metamorphosis is caused by cedemc^ of 
.the myoma. 

The myoma becomes oedematus for two reasons. First, the pedicle 
of a polypus delivered into the yagina may be compressed by the rapidly 
^T gradudly contracting os. Then we have a congestive oedema which is 
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occasionally followed by gangrene. Bat the myoma may also remain iii\ 
the condition of oedema for a longer time. In that case the tnmor feels 
sof t^ almost flactnating, as if there were a cyst within it. 

Second, a myoma becomes a oedematous after injury and infection. 
In that case there is not only infiltration^ but also yery rapid occnrrenoe 
of thromboses in the wide, sinuous yessels of the tumor. The conse- 
quence of this process frequently is suppuration with the same final re* 
suit as in congestive oedema — ^gangrene, sloughing of the whole tumor. 
The suppuration s6ems to form a demarcation toward the healthy tissue. 
Often daring the removal of sloughing myomata, when reaching healthy - 
tissue while tearing out particles, I have found large portions intersected 
by purulent trabeculsB. This demarcating process it not unfavorable, for- 
in many cases it seems to protect the organism against acute sepsis. 

The least incentive suflSces for the production of sloughing ; an ery- 
sipelatous process, an acutely purulent oedema rapidly occupies the whole 
tumor. By enormous purulent or rather sanious discharge, the entire 
tumor may be gradually eliminated, positive cure resulting. 

Symptoms and Course. 

The symptoms of myomata vary according to their seat. If a myoma 
arises subperitoneally, if it is attached to the uterus in the shape of a 
small tumor, all symptoms may be absent. Even during its growth it 
causes no more symptoms than the enlarging gravid uterus. Even 
when the myoma reaches a considerable size, there will be no symptoms 
characteristic of the myoma, but only those found with all larger abdomi- 
nal tumors — a sense of fulness of the abdomen, constipation, dysuria^ 
bearing-down, impaired nutrition, dyspnoea, etc. 

If a subperitoneal myoma is very hard, pediculated, or very promi- 
nent, it mechanically irritates those portions of the peritoneum against 
which it is occasionally pressed ; there occur circumscribed peritonitides 
with their characteristic symptoms, adhesions, agglutinations, formation 
of false ligaments. This is especially the case when the myoma, by be- 
ing situated in the fossa of Douglas, is moved about much in the varying^ 
ing repletion of the rectum and bladder. In rare cases ascites is also 
found. 

The symptoms become more dangerous when the myoma, as more 
rarely happens, does not spring from the fundus, but from the cervix or 
at least a lower part of the uterus. Then in its growth the myoma, situ- 
ated below the promontory, will be incarcerated in the lesser pelvis. 
Both dysuria and retention of faeces are the consequences. A communi- 
cation between the inner part of the myoma and the rectum has also been 
brought about by adhesion to the rectum and partial necrosis of the* 
^ myoma. In that case the myoma may slough rapidly. In other cases, 
peritonitides occur only around the myoma, numerous membranes sur- 
round the entire lower portion of the pelvis. Recrudescences of the^ 
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peritonitis, circulatory disturbances in the tube and ovary lead to 
secondary ovarian affections, for instance, the formation of hasmatoma. 
Thereby the sjrmptoms of a considerable, incurable pelvic peritonitis come 
into the foreground. 

Growing myomata not rarely lead to compression of the veins and 
oedema of the lower extremities. Conditions similar to phlegmasia dolens 
occur. True pyaemia also ensues. Whether these affections have their 
first cause in mechanical (compression) or in thrombotic infectious con- 
ditions, by suppuration of the myoma, must be decided by observation in 
the special case. 

Furthermore, nerves may be pressed upon by myomata, thus occasion- 
ing neuralgias in the lower extremities. 

Of interstitial myomata we must distinguish between the small encap- 
sulated and the large diffuse myomata. 

The former assuredly not rarely cause dysmenorrhoea, because they 
render the expansion of the uterus during menstruation difficult or im- 
possible. The main effect of these small tumors is that the upper part 
of the uterus in which they are usually situated becomes heavier and 
hence the normal position more pronounced. Almost invariably we find 
an increased anteflexion and anteversion (comp. Fig. 102, p. 189). Hence 
arises also the strangury present in every anteflexion, which increases 
especially during the enlargement of the uterus (comp. p. 182). 

In the case of the large, soft, interstitial myomata all symptoms may 
be absent. With these tumors the symptom of swelling of the uterus 
during the period and diminution during the pause is observed with 
especial frequency. The great plethora of the tumor and consequently 
of the uterus leads to considerable menorrhagias. An additional cause 
for these is the fact that the uterine cavity and hence the mucosa has 
greatly increased in extent. The hemorrhages at times are so colossal 
that the patients are nearly exsanguinated. Hardly have they recuper- 
ated a little in the intermenstrual period, when the loss of blood recom- 
mences and continues violent for many days. Or else the menstrual type 
disappears completely, the menorrhagia changes into permanent metror- 
rhagia. This is variable only in that, at times, dark, decomposed, almost 
tarry blood, and again bright and fresh blood or else sanguineous serous 
fluid is passed. Such patients may appear very ansBmic ; the anaemia is 
distinguished from that of carcinoma by the absence of the waxy pallor 
of the complexion and the disappearance of the subcutaneous fat. Should 
the bleeding become at once profuse, there may be somnolence, amauro- 
sis, and anaemic convulsions as in death from hemorrhage. 

In the case of submucous myomata, all those symptoms become promi. 
nent which are connected with pathological conditions in the mucous 
membrane. This is pre-eminently the hemorrhage. But while in the 
case of interstitial, large, soft, diffuse myomata the cavity of the uterus, 
enlarged but regular in form, readily allows the blood to escape ; a sub- 
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mncoas myoma may obstract the cavity^ or several tumors pressing one 
against the other may completely occlude the efferent channel. Should 
there be, besides, some axial rotation of the uterus, this will likewise 
lead to retardation of the flow. The uterine cavity becomes dilated, the 
uterus expels its contents under paroxysms of pain, frequent attacks of 
uterine colic occur. The spermatozooids, too, have a long sinuous road 
and do not get into the tubes. Still more frequently occlusions of the 
tubes, compression of the interstitial part or of the uterine ostium, and 
perimetritic processes generally, are causes of sterility. Even when the 
fecundated ovum gets into the uterus, the alteration in the mucosa will 
render its implantatioA impossible. But if implantation of the ovum 
take place, the expansibility of the uterus is insufficient, and abortion 
occurs sooner or later. Yet should the ovum attain its normal devel- 
opment in spite of all obstacles, the delivery may be mechanically ob- 
structed. And if the child has been delivered in some manner, after- 
hemorrhages and sloughing of the myoma in the puerperium will 
endanger the life of the mother. 

The fibrous or myomatous ^^ polypi " are submucous myomata which 
have formed a pedicle. It is evident, therefore, that the symptoms of 
polypi coincide to a great extent with those of submucous myomata. On 
the other band, the possibility of displacement in the uterine mucous 
membrane causes special symptoms. Not rarely the uterine mucous 
membrane is irritated by such polypi so thf^t hypersecretion results. 
Often the general hypersemia of the entire organ leads to a more active 
growth of the mucosa, and mucous polypi spring up by the side of the 
myoma. This complication is very frequent. Then particularly a pro- 
fuse serous discharge maybe present which may lead us to suspect a large 
mucous polypus alone. 

As the uterus softens during menstruation, the os opens slightly, 
and the conjointly swelling myoma, not finding sufficient room in the 
uterine cavity, crowds into the cervical canal. Thus it happens that 
a polypus can be readily felt in the external os during menstruation, 
while it is retracted subsequently. The polypus may even be partly 
or wholly delivered into the vagina during every menstruation and 
later again disappear. When the polypus becomes oedematous by com- 
pression of the pedicle, it cannot at times slip back again and must remain 
in the vagina. Then, there being the possibility of coming in contact 
with infectious matters, and being no longer or but imperfectly nourished 
through the compressed pedicle, the danger of rapid gangrenous degene- 
ration is especially great But the polypus may also become habituated 
to the new relations, remain sufficiently nourished in the vagina, and 
continue to grow. Then it may fill the vagina completely, the tumor 
cannot be grasped, and thus we may be in ignorance of what is be- 
yond the greatest circumference of the swelling felt. 

In rare cases the pedicle becomes more and more elongated, the 
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polypus drops out of the vagina and changes to a myoma pendulum. 
The end of the pedicle is usually at the fundus^ but a polypus may 
Also spring from the cerrix (comp. Fig. 138). It is not improbable 
that the point of attachment may migrate downward by the permanent 
tractidn. 

When a polypus is removed, at times a second one is felt above 
it which now commences its descent. More frequently, however, but 
a single polypus is in the uterus. 

As regards the course in general, it is characterized by the fact 
that uterine myomata are thoroughly benign tumors. Unless the 
hemorrhages or other complications alter the general condition, the 
myomata do not directly injure the health. The growth is usually 
limited by the regressive process, so that we may speak of a kind c^ 
spontaneous cure. On the other hand, the growth of an interstitial 
soft myoma by no means ceases with the menopause. Myomata may 
reach quite an enormous size even after the climacteria Gysto-fibromata 
beccMne especially large. But the course is slow in all varieties. Years 
are required for the development of a really large tumor. 

Spontaneous care may ensue in various ways. First, a myoma may 
undergo fatty degeneration in the puerperium and disappear. Second, 
a myoma situated close beneath the mucous membrane may erode and 
perforate the latter, so that it gradually parts from its bed and is 
expelled ; this process has occurred in the above*mentioned uteroliths. 
Fiaally, a myoma mtay degenerate by sloughing and be cast off. 

Diagnosis. 

Small myomata situated on the outside of the uterus are easily 
felt on combined examination. Not infrequently such .myomata, char- 
acterijsed by their harder consistence, are accidentally discovered dur- 
ing a gynecological examination. 

The conditions are more difficult when the myoma is larger. Here 
the aid of the sound will be required to decide which of the tumors 
felt is the uterus, which the myoma. Or possibly the myoma may 
have grown between the layers of the broad ligament; then the dif- 
ferentiation from an adjoining parametritic exudation is important. 
Fw the differential diagnosis we must bear in mind that myomata are 
usually round, easily palpated, uniformly hard tumors, while the exu- 
dations have an irregular form and surface, and variable consistence 
in different portions. Of course, the history will elucidate many a case 
even before the detailed examination, and the further course soon dis- 
pels every doubt. When the myoma has dropped into the lossa of 
Douglas, or when it springs from a neighboring portion of the uterus, 
great differential diagnostic difficulties at times arise. In that case it 
is often necessary to arrive at the diagnosis by exclusion, every possi- 
ble tumor being taken into consideration and the pro and oontra be- 
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ing dnly weighed. Especially when the myoma, imbedded in psendo- 
ligaments and snrrounded by small adjoining exudations, has displaced 
the uterus from its normal position, it is of fcen impossible to arrive at 
a correct diagnosis except by prolonged observation. If we were to 
form the diagnosis at the first, often very painful examination, we 
should injure the patient more than we could benefit her, even if cer- 
tainty were to have been secured. Careful sounding, painfully thorough 
combined examination, often even only the treatment, settle the diag^ 
nosis. It is quite impossible to form a correct diagnosis when the sub- 
peritoneal myoma has sprung from the region of the ovarian ligament 
and haugs freely movable on a long pedicle. 

Once I have mistaken an ovarian sarcoma, firmly adherent to the 
posterior surface of the uterus, for a myoma, until undeceived by the 
autopsy. 

If the myoma be very large, the tumor filling the entire abdomen,, 
perhaps a cysto-fibroma, we must have a clear idea that the physical 
relations of a very large abdominal tumor must be the same, no maiter 
what its source. Whether the tumor has sprung from above or below, 
right or left, in front or behind, if its size hinders the mobility, it must 
follow the law of gravity and adapt itself to the room naturally given. 
Hence from the result of the examination aUme it is often impossible to 
decide whence the tumor arose. 

Nevertheless the diagnosis of the large, subperitoneal myomata la 
not diflScult The history, perhaps also the diagnoses of formerly attend- 
ing physicians, demonstrate a very gradual enlargement dating back for 
years. The general condition need not be disturbed in the least The 
myomatous consistence, the equably round form of the entire tumor or 
of its several sections, the connection between uterus and tumor as ascer- 
tained by combined examination, the result of the sounding — all point to 
a myoma. Should there be doubt despite all this, akidopeirastic or an 
exploratory puncture with the Pravaz syringe may be made. By the 
latter, as by a wet cup, pure blood is drawn from the myoma. 

In the case of large, soft, interstitial myomata the diagnosis is still 
easier, often an interminably long uterine cavity being sounded. The 
form of the tumor, too, which ordinarily reproduces the shape of the 
uterus enlarged, is in favor of a myoma. Besides, the tumor lies clearly 
in the midst of the abdomen, the right and left side being free. Not 
rarely, while moving and displacing the tumor, its connection with the 
segment of the uterus felt per vagiuam can be rendered evident 

That cases occur in which mistakes are made despite these landmarks 
is proved by the literature of every year. Thus larger cysto-myomata, 
especially, were often diagnosticated as ovarian tumors. Here, too, the 
contents of the cysts are important The fluid removed from a cysto- 
myoma is coagulable lymph, solidifying on exposure to the air. No mor- 
phological elements besides lymph-corpuscles are found. In ovarian 
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fluidsy howeyer^ are found their characteristio chemical substances (see 
below) and cylindrical epithelial celld^ etc. 

Smaller interstitial mjomatay i.e., hard^ solitary encapsulated tumors, 
are often difficult to recognize when they are completely imbedded in 
the muscular tissue. The diagnosis is indeed easy when the myoma pro* 
jects somewhat or at least lies so close beneath the peritoneum that its 
harder consistence can be clearly demonstrated during palpation from the- 
softer one of the uterus. But if the tumor is smaller and more deeply 
dtuatedy we must take into consideration all conditions which in any^ 
way lead to enlargement of the uterus. Chronic metritis and pregnancy 
ahonld be named pre-eminently^ particularly because obscure symptoms 
likewise exist with both. The gravid uterus, to be sure, is softer; that 
enlarged by metritis more uniform than with myoma; still the diagnoses 
here are often '^ authoritatiye diagnoses." It is evident that the possi- 
bility of small interstitial myomata should alway be borne in mind, for 
ten per cent of all women have myomata. 

Tho iubm%i^ous myomata^ respectively the polypi, are often more- 
easily diagnosticated, by being, at least partially, accessible to the explor- 
ing finger. In the first place it should be remarked that the body of the 
uterus in these cases at times possesses a peculiar form. While the cer- 
vix, extraordinarily slender and thin, extends deeply into the vagina, the 
uterus is attached above like a round, smooth ball — a proof that a round 
tumor contained within it expands all its walls equally. On sounding it 
is often possible to pass the knob of the sound clearly toward the fundus, 
in various directions along the tumor. 

When other symptoms point to a myoma, it is particularly important 
to explore during menstruation. Not infrequently the uterus opens just 
at that time and the spherical portion of a myoma is distinctly felt in the 
internal os or even in the cervix. But this is not meant to imply that 
aQ tumors to be felt in the cervix are polypi. Myomata quite inter- 
stitially situated may grow into the cavity and extend a part of their sur- 
face downward (comp. Fig. 136, p. 228). 

An excellent method in such cases is to grasp the myoma direoUy 
with forceps (Fig. 15, p. 36), and to twist the tumor during combined 
examination. If the tumor can be moved only with difficulty and the 
uterus follows these motions, it is a non-pediculated myoma or one 
with a very broad pedicle; if the tumor can be easily turned around its 
longitudinal axis in the uterus, tho pedicle is thin. Positive antisepsis 
is absolutely necessary during this attempt, as a tumor of this class not 
rarely sloughs after the slighest injuries. 

Without operative interference it is often quite impossible to satisfy^ 
ourselves as to the upper terminus or the origin of the myoma. On the 
other hand, there are also fortunate cases in which the finger distinctly 
passes the greatest periphery of a polypus and is enabled to circumscribe 
the pedicle. Special difficulties are caused by large tumors situated in^ 
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the Tagina. Partly owing to their size, it ia impossible to palpate tbeoi 
completely; partly there are adhesions to the Taginal walls which prevent 
upward penetration. A doabtful case is to be examined in narcosis by 
all possible combinations from the reccam and bladder; all anamnestic 
data, results of preceding personal and foreign examinations are to be 
taken into consideration; but then haixliy a single case will perpetually re- 
main obscure. 

Where the tumor is sloughing when the case is first seen, we might 
think of carcinoma; then microscopic examination will be the most impor- 
tant, showing in the one case smooth muscular fibres, in the other chiurac- 
teristio carcinoma cells. A gangrenous myoma is shreddy, brownish-redj 
ieeling like the placenta of a dead foetus; a carcinoma is friable, lighter^ 




Fm. iaB.^Lar8« oerrleal myoma, after BoiTfn and Dugus. a, fundus of the uterua; b, oa i 
ecc^ posterior lip of the os. greatly ezpaoded by the tumor seated In the cerrical paranehjnia: 
d d d. yaginal wall; « e, tube; //, OYary; K round ligament. 

colored, softer. Moreover, a sloughing carcinoma bleeds when the finger 
detaches particles, while there is no or only very slight hemorrhage when 
tearing shreds off a sloughing myoma. 

Sometimes tumors spring directly from the vaginal portion. Here, 
equably roand carcinomata arise, ordinarily in front of the lower surface 
of the vaginal portion, while myomata come from the cervical canaL 
Besides, the latter are usually much harder than the carcinomata. How- 
ever, even if in doubt as to the diagnosis, such tumors would always be 
out off. 

In the case of an interstitial myoma of the cervix, a myomatous hy- 
pertrophy of one lip or of one half of the vaginal portion (oomp. Fig. 
139) the OS is displaced laterally; it may be scythe-shaped, adjoining 
the myoma with a sharp margin, so that a hsmatometra may suggest it- 
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mK. Sitoh cas^ sre of fcen obscure nntil exploratory punctare is made^ 
because with strong internal pressure in haBmatometra the consistenoe^ 
likewise^ iqipears firm. An exploratory punctare is certain to clear up 
th^e cases. Only when the blood is tarry will there be a hsematometra. 
In myom% too, a great deal of blood often escapes when a large blood- 
TCflsel has been acddentally pierced, but of course the blood is quite^ 
fresh. 

Tteahyient. 

Formerly the bath treatment, salt-water baths, and all iodine pre|>ara* 
ticiis were employed internally and externally. It was hoped that, being 
''pesorbents,'* they would prove their yirtaes also on myomata. It can* 
not be denied that the family physician has the right to paint the abdomen 
of an incoBSolabie patient with tincture of iodine, or to send her to a 
spring cl iodine, bromine or salt water; but the reports of the results^ 
th«B obtained, of couise, are not to be taken in good earnest. 

The only drug having any influence on uterine myomata is «rgotin. 
It 18 Hildelmiit's great merit to have insisted on the renewed employ- 
Bient of this remedy. The following solution is the best for this: ^ ihr*- 
gotini bisdepurati, 2.0 gms. ; Aqufedest.; 8.0gm8.; Aoidiearbolicifluidi, 
gtL k S. Inject once a day, subcutaneously, one Pravaz syringef nl (one 
gramme). Before «ni after the application, the synnge is to be carefully 
oleanaed in cold water. The spot where the injection is given must be 
washed off and dismf ectad. The injection is best made into the abdomen; 
there is room enough for a number of injections. The point must pene* 
trate some distance, the ergotm should be injected more deeply than 
morphine^ With this method no abscesses come under obec^ation. 
Bat the injections are painful and the punotures r^nain for a lottg time^ 
as sensitive hard nodules. ^ 

The mrgotm injections are to be discontinued as soon as symptoms of 
ergotism appear. These symptoms consist in a sense of formication m 
the tips of the fingers and the often distinct bluish tinge perceptible 
through the nails. Different individuals react variously an ei|fotin. 
Eigotism sometimes appears irfter fifteen to twenty mjections, while odier 
patients readily bear One hundred injections. 

The theory of its action is, that the intact layers of uterine paren* 
ohyma contract; these contractions caiue both shrinkage of the vessels 
with consequent defective nutrition of the myoma, and direct pressure 
upon the myoma. A proof of the correctness of this view is furnished 
by the not inb«quent cases in which myomata necrose during the ergotin 
treatment, and the every-day observation thatt painful utenne contrac* 
tions follow ofn injections of ergotin. 

Success IS to be expected only when an intact muscular layer surrounds 
the atyoma. Subperitoneal myomata with thin pedicles are not inftuenced 
by eisgotin. Interstitial or submucous myomata experience both effects 
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of ergotin^ while polypi may be pressed out of the ntems by eigotin, bat 
of course caunot be directly diminished. 

Should a polypus be observed to descend after ergotin injectionBy the 
process is sought to be hastened. In such cases I hare seyeral times 
given a double dose of ergotin. When the ergotin presumably can be 
used for but a few days longer, it is permissible to increase the doses 
Tapidly in strength. 

The ergotin treament must always be continued for some time, and 
daily injections conscientiously given. An incomplete, interrupted 
<K>urse is a needless torture of the patient. On the other hand, if abso- 
lutely no influence has been gained during two menstrual epochs, or after 
>about forty injections, the case must be treated differently. 

As to the result of the ergotin treatment, cases undoubtedly occur in 
which myomata disappear completely. I myself have observed the dis- 
:appearance of a myoma the size of a child's head and one the size of a 
ifist, with alarming hemorrhages, after three months' injections of ergotin. 
However, it is a very email percentage in which radical results are to be 
noted. Still, even without radical cure, improvement of the symptoms, 
-especially of the hemorrhages, is very frequent. On the other hand, 
cases likewise occur in which ergotin is devoid of any effect 

After all, a trial of this disagreeable but not dangerous method in 
^ways to be recommended, for experience teaches that, even without 
radical cure, the good influence of an ergotin treatment on the hemor- 
rhages lasts for years, and that the growth of the myoma proceeds widi 
extraordinary slowness or ceases entirely. 

For the hemorrhages tincture of iodine has also been injected both 
into the uterine cavity and into the tumor. The former is quite rational, 
but useless in severe cases and impossible of execution if the uterine 
cavity is blocked. Even injection^ of liquor ferri have not the slightest 
effect, because the bleeding surface is altogether too large, too uneven, and 
insufficiently accessible to enable any injected remedy to come in con- 
tact with the mucous membrane all over. 

The injections of tincture of iodine into the tumor are free from 
danger, as I have repeatedly convinced myself; but I have never seen any 
perceptible effect from them. The same be said of electrolysis, with this 
difference, that it is not harmless. 

Another method was based on the view that the hemorrhage was the 
consequence of stretching of the mucous membrane. This stretching 
was to be diminished by longitudinal incisions over the tumor, thereby 
arresting the hemorrhage. Gases in which effects were obtained in this 
manner have been repeatedly described. 

Sewing up of the os uteri with lead wire, of course without freshen- 
ing it, has been proposed by Freund and carried out with good effect 

Of old, injections of ice-water have also been given, and pellets of ice 
placed in the vagina, both loosely and inclosed in a rubber bf^. The cold 
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[ injections sometimes provoke yesical tenesmus^ are very disagreeable to 
ihe woman^ and are effective only when very long continued. 

Quite recently, hot injections have also been proposed — ^fonr to six 
litres of water at 32-34° B. (104-109° F.) injected into the vagina. 
j Indubitable results have been obtained from this method. But in really 
dangerous hemorrhages all methods fail. 

Precisely the circumstance that these hemorrhages continue for days 
forces us eventually to the tamponade. Even during its continuance 
ihe ergotin treatment should be begun. Although it cannot be denied 
that the manipulation of tamponing and the frequent change of the 
tampons favors the hemorrhage, there are cases in which the vital in- 
•dication leaves no other choice. 

Attention must be paid also to the couch on which the patient is 
placed. If the patient lies in a warm feather bed, perhaps even on 
feather pillows; if the pelvis, in a depressed portion of the bed, is the 
lowest part of the body, the couch will have to be changed. The 
patient must lie quite horizontally ; the pelvis, if possible, must be on 
-a higher plane than the trunk and the legs. Absolute rest is neces- 
sary. 

All heating beverages — coffee, tea, beer, and wine^— are to be avoided. 
Add lemonade, milk, and bland diet are to be advised. As the hem- 
orrhage is often more profuse during constipation, some bitter-water 
dionld be given before the onset of menstruation, so as to keep the 
4x>wels rather empty during the subsequently necessary repose. 

The favorite internal medication of acid tinctures of iron, liquor 
ferri in solution, etc., injures the teeth and the stomach, but is of no 
^ise. However, narcotics are required for pain, eccoprotics for consti- 
jMition, analeptics during convalescence. 

Should the symptomatic treatment bring about no improvement in 
4he symptoms ; should, on the contrary, the tumor grow very rapidly ; 
should the injurious consequences increase, operative re^noval of ihe 
i/wmor will have to be taken into consideration. The myoma j9dr ee does 
not indicate myomotomy, but the impossibility to remove the dangers of 
the myoma by symptomatic treatment and to arrest the growth of the 
tumor. Myomotomy y therefore, is always the last resort, and in every 
single case the danger of the operation and that of the continuance of 
the symptoms must be most conscientiously balanced. 

Therefore, the conditions are different here from what they are, for 
instance, in ovarian tumors which must be removed on principle, because 
they always grow and certainly lead to a painful death. 

We distinguish between colpo-myomotomy in which the operator at- 
tacks the tumor from below, and laparo-myomotomy by which the tumor 
is removed through the abdominal cavity. Of course, in most cases it 
will be clear from which point the attack is to be made. In the case of 
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polypi and tumors generally, the limitation of which can be distinctly felt 
from below, oolpo-myomotomy is to be performed. On the other haod, 
there is no doubt, in the case of subperitoneal myomata, that laparo-my- 
omotomy should be done. However, we shall see that there are doubtful 
cases. 

To begin with the operation for polypi. Should the tumor lie in the 

vagina and the finger feel the 
pedicle reaching into the nteros 
(comp. Pig. 137, p. 228), two 
fingers are placed against tiie pe- 
dicle, Siebold's sciisors are oxrried 
up along the palmar surface of tiie 
fingers, and the pedicle is Bervered 
under the control of the finger- 
tips. Two curved SieboU polypus 
scissors are reprosmted in Figs. 
140 and 14L 

These two scissors, especiallj 
the one shown in Fig. 140, aie 
quite ezoellant iastruments, indis* 
pensable to every gyneeologiBt. 
The masses of tissue to be dirided 
are firm and resistant so that ^eiy 
strong scissors are needed. Kone 
of the multi&riovriy curved and 
complicated instruments ancver 
as well as Siebold's scissors. In 
myoma operations weak s cio so rs 
cannot be used at alL 

Often the cutting may be CmH- 
no. 140. Fio.141. i*f*«d ^ grasping the poljpw 

Fio. 140.-8lebold'»polj|m««cl»ors; the double ^th MuzCUx's foroeps (P%. 16, 
oroMing of the handles renders it possible to out at p. ^g\ and thus drawing the pe> 
a great depth, for the scissors can be opened widely i*i<.i. m'j.* m jjl. ^z 

without requMng mudi roomlor the handles. ^^^^le taut TwiStmg of tbe pedl- 

Fio. i4i.--8nperfioiaD7 curved sdssorscapabie of clc also renders the division easier. 

n»^ behind aad .«>und the tumor to the g^eh polypi have been also ghnp^ 

twisted ofi. When iiie pediok is 
very thin, this can be easily done, but in the oase of pedicles of eDfl» 
thickness cutting is easier and less dangerous. 

But in many cases the operation is not so easy. The diiUoulties oonaist 
in the size, the unfavorable accseeibiUty^ and the attaehmmU of the tumor 
' on a broad base. 

When a myoma lying in the yagina is so large that its greatest periph- 
ery cannot be felt, the tumor must be treated similar to a child's head, 
that is to say, the foreeps are applied and we endeavor to draw out the 
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ininor^ or at least to get around it with the fingers during traction. If 
this fails, twisting around the longitudinal axis is to be attempted; if the 
myoma readily yields to the torsion, it is movable and pedieulated; if it 
cannot be twisted at all, it is either attached to the uterus on a broad 
base, diffusely blending with its tissue, or Is adherent to the vagina. 
The former is ascertained by combined palpation of the uterus during 
the torsion, the latter by circumscription with a forceps blade or a sound. 
Having diagnosticated a pedieulated myoma, a large polypus, we en- 
endeavor to pass the finger around the greatest periphery, if necessary 
under chloroform. If it be possible to reach the pedicle with curved 
sciflsors, the pedicle is to be cut off. With every cut the tumor de- 
scends a little more ; the fingers feel the firm, tightening cords of the 
pedicle: nmny slight incisions sever one cord after another; the assistant 
pvlte Tigoronsly on the tumor, and suddenly a fresh incision divides the 
rest of the pedicle or it tears under the downward traction. The hemor- 
rba|pe mtially is inconsidetaUe, but the greater it is the more rapidly 
must the operation be done. After incomplete operations the danger to 
lif^ is iihminent, for the tumor almost invariably sloughs (comp. p. ^0, 
supra). 

Bat if it be impossible to reach the pedicle with scissors, we may snc- 
eeed in crowding a wire snare with the finger tips so high all aronnd 
that it wiH adjoin the pedicle. Levret has already employed two tubes 
through which a snare was run. With these tubes he pushed up the 
snare and carried it around the tumor. However, in very difficult oases 
I have been able to do more with my fingers than with such instmnients. 
Bf means of the snare the tumor is now pulled strongly downward, and 
the scissors are again sought to be passed up. 

A direct division of the pedicle with the wire snare or the wire 6cra- 
sear will succeed only with a very thin pedicle. No reliance should be 
placed on the use of the wire Scraseur so common nowadays. There is 
no wire which will not break or tear whenever it is intended to sever a 
pedicle of a myoma thicker than a finger. Bven the 6craseur is unreli- 
aMet. The most superior method of operation, whenever an application 
of the scissors is impossible, is the galvano-caustic ablation. The practi- 
tioner had better send such, certainly rare, cases to an institution n^here 
the galvano-caustic removal can be performed than to risk the operation 
with imperfect procedures. 

If ^prasement can be with justice termed an antiqaated procedure, 
'^then» of coarse, ligation with subsequent decomposition may be consid- 
ered a thing of the past. 

If the pedicle has been severed in some manner, the tumor most be 
removed. The vulva not being distensible as in pregnancy, quite extra- 
orfiinaay exertions are sometimes required for the extraction of a large 
tamor. The most appropriate instrument for this purpose is the obstet- 
ric forceps. There is also a special instrument, made Uke a miniature 
16 
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forceps* The latter instrument, too, has been provided with barbs directed 
downward, so that it has a very firm grip. Muzeux's forceps are also 
employed, but they tear out when using some degree of force. Obstetri- 
cal extraction instruments, such as the cranioclast or an excerebration 
forceps, and the Stein-Mesnard bone-forceps have also been used in lieu 
of a better. Covered hooks and corkscrew-like instruments have also 
been specially devised for this purpose. But in general it is more correct 
to complete these operations with the simplest auxiliaries than to add to 
the gynecologist's stock of instruments. 

If it be absolutely impossible to reach the pedicle, a passage must be 
made by diminishing the tumor. This may be done by either of two 
methods — by excising wedge-shaped pieces from the tumor and quickly 
sewing up the profusely bleeding wound, or by employing the so-called 
allongement opSraioire. In the latter, the tumor is to be surrounded by 
spiral incisions and then drawn down. 

In cases requiring an excessive amount of force for the withdrawal of 
the tumor, or in which the hand with the instrument can be only with 
difficulty insinuated between the vagina and the tumor, a fatal injury 
might easily be caused by rupture of the vagina or detachment of the 
uterus from the vaginal vault. It is decidedly less dangerous to create a 
passage by the diminution of the tumor. Certainly the hemorrhage is 
quite enormous; therefore, we must not proceed haphazard, but every- 
thing must have been previously well considered and arranged, lest the 
operation might have to be interrupted. Only too readily, with immi- 
nent danger to life, the plan is finally abandoned, and the tumor removed 
in any manner, not to say torn out. It is one of the most difficult tasks 
to finish such a case correctly, according to the preconceived plan. 

Another difficulty arises when the myoma has caused an inversion 
of the uterus, or when a differential diagnosis must be formed between 
inversion of the uterus and polypus (comp. p. 223). If a myoma pro- 
jects, we cut down upon it and try to isolate and separate the tumor 
from the uterus with the finger. When certain of proceeding in the 
limiting layei; we operate partly without, partly with cutting, very firm 
cords being divided with the scissors. 

If the tumor lies partly in the vagina and partly in the uterus, the 
constricted part in the internal or external os often simulates a pedicle. 
Particularly when the vaginal part has become codematous, such an error 
may easily be made. In such a case the doubt is dispelled, especi^y, by 
the roomy, long uterine cavity demonstrated by the sound, as well as by 
the size of the uterus ascertained by the combined examination. Although 
in such cases it may not be possible to reach the pedicle with the finger, 
the galvano-caustic loop may be guided upward. It is not absolutely 
necessary to exterminate every part and parcel of the tumor in order to 
obtain a positive result. Even when 'a long pedicle has remained 
behind, it is retracted and, as it were, merges in the uterine parenchyma. 
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The second difficulty consists in the inconvenient accessibility of the 
tumor. Here we have to deal mostly with intra-uterine polypi in nnlli- 
pane. In cases of that nature, dilatation with laminaria tents often 
fails. To repeat it for days and follow it by a laborious operation is much 
more dangerous than to gain access by de^, lateral incisions and forcible 
procedure. Even then the separation is still very laborious, owing to the^ 
£rmnes8 and narrowness of the uterus. In these cases it may happen 
that barely one finger with the scissors can be forced through the narrow, 
iubular cervical canal and that an hour or more is required for cutting 
ihrough a pedicle the thickness of a finger. A 
Tery good instrument is the spoon forceps re- 
presented in Fig. 142. It consists of two oval 
«poons with sharp and dull margins at the ex- 
tremity. The tumor is held very firmly in the 
•<x)ncavity, especially on account of the fenestraa. 
The entire tumor or a part of it is grasped and 
iwisted off by vigorous rotation. We must have 
:gained the conviction that when a myoma ex- 
tends into the uterine cavity on a distinct 
yfedicle, it is of submucous origin, or at least 
has a sufSciently thick layer of uterine tissue 
4ibove it to render perforation of the body dur- 
ing the torsion an impossibility. It is certainly 
of importance that whatever be grasped should 
not be drawn down during the torsion, but be 
iwisied off as close as possible to the basis. 

If but one finger and a single instrument 
can be got into the uterine cavity, we can hardly 
warn enough against any sharp instrument. 
With the latter we lacerate the finger and the 
uterus wiihout being able to avoid it. Myomata 
-are too tough for the sharp spoon with which 
nothing can be done. 

As the last difficulty we enumerate the ai- 
iachment on a broad base or the interstitial seat 
'4if the tunior. The decision whether operation 
is to be done at all and if so, in what manner, 
is difficult in those myomata which clearly pro- 
ject into the uterine cavity or even into the os 
uteri without being pediculated. Thus, for instance, the case illustrated in 
Fig. 136, p. 228, simulates a polypus, while the portion felt is merely the 
small segment of an enormous myoma pressed into the cervix. We en- 
counter both encapsulated and soft, diffuse myomata gradually blending 
with the surroundings. Many an operator has learned to his great sor- 
.row that it is absolutely impossible to know beforehand whether a 
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tearing off gmall myomata 
or their panicles. 
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myoma lies loosely in a capsule or whether it merges gradually into the 
snrroaxidiDgB. 

We often read of polypi *' with broad base '* which are nothing but 
myomata which, having originated near the internal sorfaee, expanded 
the uterine cavity, projected into it, and gradually became submacns 
tumors. 

Here especially the principle is valid — ^not the presence of a 
myoma indicates the operation, Ixit the fact that the tumor oanaes 
symptoms the renoTal of which is absoluMy necessary. The dangers of 
these operations are incalculable and no conscientioHS physiciaa will 
resoWe upon it with alacrity. On the other hand, if the hemorrhages' 
are dangerous to life, if the myoma grows eo rapidly that life will pn- 
sumably be put in jeopardy, and if no other treatment is efleotiTe, we- 
must shoulder the responsiUlities of the operation which is then justified* 

The iM*ocedure is goyemed by the condition. We must ezamiae^ if 
necessary under chloroform, precisely whence the myonM springs and to 
how great an extent it is connected with the uterus. If the combined 
examinati<m shows that the myoma is large and yirtually refiresents aa 
enlargement of one of the uterine walls ; that the cerrix is intact^ per- 
fectly preserved, and very hard and firm, laparo-myomotomy most be^ 
chosen, the dangers of which can be calculated and met. But if oon<- 
vinced that the myoma springs from a comparatively small space, that ii 
is Skjpolypus with broad base and diort pedicle, that the os is dilatable 
and the tumor not particularly large, colpo-myomotomy may be selected. 

The method practised in the latter has received the euphemistic naine 
of ''enucleation." It cannot be denied that there are fortunate caass in 
which, after division of the mucosa or a thin muscular layer wo en- 
counter a hard myoma that can be isolated. In such a case the tum«r 
is enucleated with the finger, raspatory, elevatorium, spoon-foreeps, or 
other Uunt instrument, sa a firm atheromatous cyst is removed from the 
scalp. The remaining cavity is irrigated. 

The hemorrhage usually ceases after a few hot injections. Otherwise 
we may try to approximate the walls of the cavity with deep sutures. If 
this fails, owing to the high seat of the cavity, and the hemorrlu^ is. 
strong, a tampon dipped in liquor ferri is placed in the cavity* Of course^ 
the removal of the tampon is difficult; often small, very gradually detached 
particles of cotton and crusts remain behind for along time, maintaining 
suppuration and sloughing. Then perhi^s reaorptive fever ensues and 
urgently demands the disinfection of the sloughing cavity The procedure 
to be employed here is described on p. 50— permanent irrigation. 

If it can possibly be avoided we save ourselves and the patient the 
inconveniences of the styptic tamponade. 

Judging from my experience, the myomata which can be eaudeated 
are decidedly the rarest. Mach more frequently the interstitial myomata 
gradually blend wtth the uterine tissue, and after incision of the supposed 
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capgnle we are in the disagreeable plight of being foroed to work on in 
the dark, barely aided by the touch. Blood streams over the hand; some 
iew though shreds are torn off with the fingers. One instrument after 
another is introduced — none suflBces. Finally the operation must be 
interrupted. The operation can hardly be called a " curative " procedure^ 
But the patient has in her uterus a large part of the tumor, bruised, sug- 
gillated, and severed from its nutrient vessels. Of course, a process of 
demarcation nmy develop. Then the remnants of the tumor slough and 
itre cast off, but the dangers thereof a^e very serious for the patient. In 
the first place, the hemorrhage is often enormous. Then, acute sepsis 
sometimes sets in ; peritonitis, without as well as after perforation of 
the uterus. Especially firequent in these cases is a phlebitis proceeding 
with thrombosis and emb<di8m smd finally as pyaemia. The thrombosis 
begins in the wide vessels of the tumor; owing to the great anaBmia 
they continue in the shape of marantic thrombi into the wide efferent 
vessels lacking the vis a t^Oy the sloughing remnants of the tumor 
furnish the required germs of decomposition, and the pysemia is estab- 
lished. 

Experience, however, teaches that many cases terminate favorably. 
The chief essential will be that as much as possible is removed. Hesitating 
operators who work slowly and cease too soon, alarmed by the hemor- 
rhage, will have less favorable results than those who remove at least the 
ffrtaier part of the mass as rapidly as possible, always guided by the 
oombined manipulation. 

Bat in every case, whether the object has been attained more or less 
<x>mpletely, the antiseptic apparatus must be employed in the most care- 
ful manner. The most important antiseptic instrument is the thermomS' 
ier. After the operation the temperature must be taken every two 
hours. Immediately after every rise the wound must be irrigated vrith 
two to five per cent carbolio acid solution. During every irrigation 
we feel for shreds which have been subsequently detached or are but 
'digfatly adherent, and remove them. After forty-eight hours, when the 
danger of fatal hemorrhage and of primary sepsis is past, I prefer to 
take less energetic disinfectants — salicylic acid, chlorine water, sodium 
sulphite, alcoholized water, or only salt-water. In the many recesses of 
the ragged tumor, too much carbolic acid remains behind. And a car- 
bolic intoxication has its great dangers in very anemic persons. 

Should the fever, which must be exactly controlled even in the most 
.favorable case, not have subsided after the irrigation, we would have to 
resort to permanent irrigation, as described on p. 50, the same as after 
the styptic tamponade. 

Colpo-myotomy is modified not a little if the myoma should have 
become necrotic already before the operation. In such cases, the tumor is 
often found quite relaxed; it opens like an unrolled curl, and drops in front 
x>f the vulva in the shape of a red, tough, villous mass. This condition lasts 
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at most twentj-f oar hoars, then the mass grows softer, more smeary. ; it: 
putrefies, becomes offensive, and falls to pieces. 

Under these circumstances, the treatment is very simple. There caa* 
can no longer be any doubt whether the procedure is permitted; the 
operation must be done at all hazards. 

The hemorrhage is usually not very considerable ; the greater the 
hemorrhage the more should the operation be hastened. But we most 
beware of tearing or catting the tumor below. The shreddy mass leads 
to its point of origin as the funis does to the placenta. Having found it 
or palpated it to some extent, all that can be should be removed. For 
this purpose, too, Siebold's scissors (Fig. 140) are the best sharp, the 
spoon -forceps (Fig. 142) the best blunt instrument Precise directions 
for the procedure cannot be given. Only the operation must be done- 
rapidly ; often the os closes as soon as the tumor which dilates it is. 
removed. 

In the case of hemorrhage after the operation, the simplest procedure 
is the styptic tamponade. 

In these cases especially, permanent irrigation is in plaoe, for we must^ 
not only produce a prophylactic effect, but disinfect a wound already* 
infected. In every case, unless several days' sloughing had effaced every 
distinct outline, I found, in the remnants ultimately removed, some pur- 
ulent tracks, there being a quite distinct line of demarcation separating- 
the sequestrum, the necrotic myoma, from the healthy or still nourished, 
tissue. 

The observation that a myoma becomes necrotic after minor surgical; 
procedures has also found therapeutic application. Some operators made 
an incision above the myoma, that is to say, through the covering mus- 
cular layer; thereby the myoma sequestrated itself, and was removed in 
a second session. It may also be possible by these incisions to open the- 
capsule of a firm myoma and thereby to promote its spontaneous expul- 
sion. 

But reports of such operations with good results should by no means 
induce any one to believe that every myoma projecting into the uterine- 
cavity may be caused to be expelled in a harmless way by longitudinal 
incisions across the tumor. I have repeatedly pointed out the danger of 
incompleted myoma operations. 

I hope my demonstration may have rendered the dangers evident, and, 
in conclusion, I repeat the warning not to attempt colpo-myomotomy in 
interstitial myoma or in submucous polypi with broad base, without the 
most urgent indications. 

Large uterine myomata of rapid growth, especially the cystic, must be- 
removed by laparo-myomotomy. Interstitial myomata, too, unless they 
are very small and the vagina and cervix very roomy, should be operated, 
on from the abdominal cavity. 
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To be Biire, in the case of laparo-myomoties, all the dangers may be 
calculated beforehand, the tumor can usually be completely removed with 
certainty, the hemoiThage arrested, and we may rely on having no subse- 
quent disease unless there be sepsis. However, despite all asepsis, every 
laparo-myomotony is an operation endangering life. Therefore, only 
when the indication is urgent, should the operation be done. Apart 
from the cases in which symptoms of incarceration furnish the vital 
indication, laparo-myomotomy is in place generally when the tumor is of 
rapid growth, with reflex effect on the general condition, and where 
there are hemorrhages which resist every measure for their arrest. It is 
clear that, in proportion as laparotomies in general become less danger- 
ous, the circle including the indications for laparo-myomotomy may be 
extended. 

The operative procedures are still in the course of development, and 
it will snflBce, therefore, to describe the operation briefly. The general 
principles are: rigorous antisepsis, covering the incised wound in the 
uterus with peritoneum, prompt arrest of the hemorrhage, complete 
closure of the abdominal wound, i. «., dropping of the pedicle. 

The size of the abdominal incision will vary according to that of the 
tumor. In very large tumors the abdomen has been opened from the 
xiphoid process to the symphysis. As the tumor ordinarily is not spheri- 
cal, it is brought through the wound with its narrow side. If there is a 
distinct pedicle, in the case of subperitoneal polypi, the pedicle, if thin, 
is ligated with a strong silk thread. Then the tumor is cut off, the 
pedicle is watched for some time to see if any blood oozes through it, 
perhaps the ligatures are tightened, a second thread is passed around 
the pedicle, vessels which look suspicious are ligated, the peritoneum 
is isolated, and, if at all possible, drawn over the incision by fine 
sutures. 

In the case of thicker, shorter pedicles, that is to say, where the 
tumor is immediately attached to the uterus, a preventive ligature is laid 
around the pedicle and subsequently tightened. Later the thread is laid 
in the grooves of the snare. The wire'ecraseur serves for the constriction 
of the pedicle. These instruments have been constructed in very various 
modifications. A simple instrument is EoeberU's wire 6craseur (Fig. 
143). The free end of the wire is passed around the pedicle of the 
tumor, then through the upper opening, and fastened around the lower 
button, like the other end of the wire. Turning the screw then will 
diminish the loop. 

If the tumor has been separated, after the application of the snare, 
the field of operation is accessible. If the cut surface be broad, the 
incisions are made wedge-shaped. Then very deep, strong sutures will 
approximate the wound surfaces (Schroeder). The snare is relaxed cau- 
tiously, so as to tighten it again at once in the case of hemorrhage and apply 
additional sutures. When the hemorrhage has been definitely arrested. 
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the 8nare is removed. This is effected most rapidly by dividing the wire 
with catting pliers. 

If there be no pedicle, the ligature is applied immediately below the 
tumor. Therefore, in the case of tumors extending into the cervix, the 
ligature may have to be placed around the latter. For this purpose it is 
advantageous to use a thin rubber tube, which is placed in several coils 
below the tumor after the latter has been greatly elevated. It will then 
be possible to enucleate the tumor above. Schroeder has shown that the 
uterus may also be ligated directly without being 
followed by sloughing of the lifted portion. The 
latter author introduced a needle with doable 
thread into the uterus, ligaited toward both sides, 
and excised the tumor like a slice from a melon. 
Thd wedge^haped wound was stitched together. 
In tumors extending far down, Schroeder has ap- 
plied the ligature below the tube and ovaries, and 
thus has removed a portion of the broad ligament, 
tube and ovary. The removal of the latter is 
always necessary whenever the entire utems is am- 
putated. 

But if the myoma lias deeper than the internal 
OS, the removal will be impossible ; it is also ques- 
tionable whether myomata can be extiirpated which 
have proliferated between the layeiis of the toead 
ligament and below the pelvic peritoneum. 

In the case of very large tumors which he ooold 

not lift out of the abdomen, F^mi has pasted 

needles through the tumor, and tho^ ligated or oon- 

stricted it in portions. Then the tumor was.aa.tofl 

piecemeal. P6an did not venture to cbrop the large 

wound -surface, and fastened it in the abdominal 

wound. This method permitted that the ^ocaaeor 

could be allowed to remain for the tijapte lmng» 

and therefore seemed to offer greato^ aeoofity 

against after-hemorrhage. 

The larger the portions of tumor left behind and the more eztenwe 

the cut surface uncovered by peritoneum the greater will foe th3 dimgecs 

to life. 




wire teraaeur. 



Under the name of ^^anticipated climax," Hegar, after Trenholme's 
procedure, has proposed and performed an operation which is rational in 
theory and salutary in practice. It is certain that, after cessation of men- 
struation, the most dangerous symptom, the hemorrhage, often disappesis 
oompletely, and that, if no retrogression, at least arrested growth of the 
tumor is fre<)uently observed. Accordingly he hoped to anticipate the 
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farorable influence of the menopause by castration, the remoral of both 
ovaries, whether they were healthy or not. 

Experience thus far has not permitted a positive decision. Indubit- 
able cases occur in which the hemorrhage ceases definitely, the tumor 
becomes smaller and even disappears, that is, cases of relative cure. On 
the other hand, Schroeder reports that the ^' cure " had lasted but ashort 
time, and that the tumor had grown after castration. The last-named 
aathor attributes the favorable influence of castration partly to the 
neoessary ligation of large nutrient vessels and even saw a case of shrijuk- 
age of a myoma after ligation of a very vasculai* omental adhesion. 

Therefore, if laparotomy be done at all and the tumor is to be 
opeittted on in some manner, it is better to remove the whole tumor. 
Tite result of castration is uncertain and the dangers are great. Owing 
to the doubtful result, laparotomy should not be risked unless the indioar 
tion is vital. 

More than all, however, castration is often very difficult, as during 
the growth of the tumor the ovaries may be dragged toward the tumor, 
or diq)laced by it, or be quite inaccessible. We, therefore, aide with 
SohuMder in that he would see castration resorted to only as a f on^ sub- 
stitnte when the removal of the myoma is impossible. 

Finally, we would urgently advise, in every case, very carefully to 
omader the cfaanoes of the operation. For nothing is more embarrass- 
ing than to fail to find the ovaries, to be unable to reach them, or to fail 
to isolate them when the tumor cannot be removed, and the abdomen 
must be dosed again without having aceomplished anything. 

B. Oaslcjmo^a op THB IlTBans. 
Anatomy. 

As oarcinomata generally evince a preference for places where two dif- 
ferent species of epithelium adjoin, so uterine carcinomata are found 
most frequently at the vaginal portion, both relatively and absolutely. 

The etiology is unknown. Carcinoma occurs most frequently between 
the fortieth and fiftieth years of life, but cases have also been described 
affecting girls from sixteen to seventeen years and old women of seventy 
to. eighty. 

Carcinoma of the nterus appears in different forms. In the first 
place, with intaot mucous surface of the vaginal portion, we find carci- 
nomatous polypi sessile on a broad base, of regular, round shape. Also 
beneath the mucous membrane one or several nodes form, slightly promi- 
nent at first, which gradually render the vaginal portion more and more 
irregular in shape. Otlier nodes form adjoining to the former ones, so 
that, while at first but one lip was affected, eventually the whole segment 
of the nterus palpable per vagiiilim is changed into a knotty mass. 

The durcinoma proliferates downwaid in the vaginal walls. Oaroino- 
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matons nodes form in it, down to the introitos vagins, which are directlf 
encoantered by the examining finger, so that the toacb is of ten altogether 
impossible. In the same way, this ntero-vaginal carcinoma forms region- 
ary metastases in the parametria. These tumors enlarge so greatly that 
they fix the uterus completely and frequently extend to the pelvic wall. 
Thereby the ureters coursing along the parametrium become dislocated, 
compressed, and stenosed. Thus hydronephrosis and dilatation of the 
ureter arises — an almost constant condition in uterine carcinoma. The 
neighboring organs, too, bladder and rectum, are implicated. The lat- 
ter is dislocated, flexures and fistulas form. The intestinal gases pene- 
trate into the carcinomatous masses; the latter disintegrate, become 
inflamed, abscesses break downward and upward. Thus I made the 
autopsy on a case in which an abscess opened above the symphysis and 
discharged ichor, fsoces, and intestinal gases. The bladder is also attacked 
by the carcinoma, perhaps perforated, leading to the formation of fistabe^ 
atrophy of the bladder, and catarrh of the vesical mucosa. 

Above, the body of the uterus is usually preserved; the pale carcino- 
matous nodes are clearly demarcated from the bright-red uterus. On the 
other hand, we find occasionally a carcinomatous infiltration of the en- 
tire organ, so that the malacic uterus, the size of the puerperal one, con- 
sists throughout of masses of carcinoma only. 

The carcinomatous nodes extending below the peritoneum, dislocate 
the latter and lead to its inflammation. The peritoneum of the fossa of 
Douglas is pushed upward. Numerous peritoneal agglutinations arise; 
thereby the uterus becomes imbedded up to the fundus behind and iu 
front in pseudo-membranes and membranous inflammatory products. In 
rare cases, carcinomatous nodes grow all over the peritoneum — carcinosis 
of the peritoneum. 

The characteristic feature of all carcinomata is the rapid growth, and 
the speedy disintegration, in some places, connected with it. Thus also 
uterine carcinoma disintegrates in portions, by the pressure of its growth, 
through fatty degeneration. The cancer melts down in some places^ 
ulcerations result which discharge the necrotic stroma of the carcinoma 
— fatty epithelia, shreds of connective tissue, serum, and blood. Later 
on the secretion becomes offensive, sanious. 

Should the primary cancerous node arise somewhat higher up, it will 
also proliferate from the orifice of the otherwise intact vaginal portion. 
>The OS is crowded apart, the pale vaginal portion surrounds the bright- 
red, small tumor. In its further development the forms described oocor 
here too. 

Thus far we have spoken of a deep parenchymatous carcinoma, bnt 
the superficial epithelioma also occurs upon and in the uterus — first in 
the form of papillomatous carcinoma or caulifiower excrescence. This 
carcinoma, springing from the lower surface of the vaginal portion, 
forms a dendritic tumor of rapid development which, beginning at t 
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ciroumscribed spot, has the tendency to fill the vagina in its growth. At 
the same time processes, or glandular tabes in carcinomatous degenera- 
tion, proliferate upward, so that even after operatiye removal of the 
tumor a relapse occurs in the cut surface. The fact that almost invari- 
ably after ablation of such a tumor the same final forms as in parenchy- 
matous cancer eventually arise, shows most clearly its carcinomatous 
character. 

Furthermore, real epitheliomata are found in the cervix — superficial 
cancerous ulcers. They change the cervix into a deep wide crater. But 
the 08 may also be preserved for a long time, only the cervical canal' 
being dilated by the carcinoma. Subsequently, however, the cancerous. 
nicer extends to the vaginal portion and the vagina, eats into the blad- 
der and rectum, and forms secondary cancerous nodes in the neighbor- 
hood. Here, too, the final result may exactly correspond to that of the* 
parenchymatous carcinoma. 

The last and rarest form is carcinoma of the body, really a malignant- 
adenoma. It is a cylinder-cell carcinoma, destroys the body of the 
uterus, but leaves the vaginal portion intact. 

The metastases of cancer of the uterus have nothing characteristic: 
In general, they are rare. Usually there is no mention of the fact that 
carcinomatous nodes occur in the spongy portion of the bones of the 
pelvis and thigh. I have also seen a metastasis in the clavicle, and once 
I removed from the external skin between vagina and anus a pendulous 
carcinoma the size of the fist which had appeared simultaneously with a. 
relapee on the vaginal portion. 

Symptoms and Course. 

The objective symptoms, aside from the effects on the general oondi* 
tion, consist of discharges from the vagina. Hemorrhage and sloughing 
are characteristic. The former occurs both early and late, the latter at a 
later period. 

Not rarely the patients report that for some time past menstmatioir 
was surprisingly profuse and prolonged, that blood also escaped often in 
the intermenstrual period, or else that the type of menstruation had 
entirely disappeared. As the carcinomata usually occur in the climac- 
teric i>eriod, the patients are not at first much alarmed about the irregu- 
larities. 

Frequently they report, too, that menstruation had ceased one, two, 
or more years, then it had recurred in an intensified degree, in quite 
irregular manner, and with particularly weakening effect. In other 
cases again, the statement is made that every trauma produces hemor- 
rhageSy for instance, much 8ti*aining at stool, coition, and physical 
exertion. 

Quantitatively the hemorrhage is very variable; in some cases, but 
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little blood may pass continually, while in others so large an amount of 
blood may be lost that the patients faint and report flooding. 

Hardly ever shall wo receive a negative reply to the qnestion whether 
bloody. water has escaped. This discharge, described also as '^meat- 
water like/' has often a purely serous character in cauliflower growths, 
and at first is not at all offensive. Oareful inspection always shows the 
admixture of small white flocculi — Slumps of epithelia and shreds of the 
eimeer stroma. In parenchymatous carcinoma, secretion may be alto- 
gether absent for a long time, only the menstrual hemorrhage is veiy 
profuse, owing to the consecutive metritis. On the other hand, tl^ 
secretion of a carcinoma of the cervical mvcosa is very profuse from the 
beginning. Here the discharge at flrst resemUes a catarrii dating back 
to the puerperinm, in which mucus, pus, and blood escape. 

Of course, in all tiiree cases, decomposition of the secretions will 
readily succeed the invasion of bacteria. Examinations and vaginal 
injections without antis^tic precautions, traumatic and spontaneous 
destruction of particles of the tumor, retained coagula and secretions, 
manipulations during the arrest of hemorrhage, undeanliness of the 
extemal genitals, etc., with the roomy vulva of multipareo, will trans- 
plant the agents of dec(»iposition to the soil most favombly prepared 
for them. If decomposition of the secretione has been caused in tiiis 
way, it can hardly be arrested again, and thenceforth the characteristic 
cancer-juice escapes. The latter has a most disagreeable, sweetish, nause- 
ating odor which becomes especially penetrating when mixed with urine, 
owing to the presence of a fistula. Among the lower classes devoid of 
the facilities for thoroughly cleansing the patient, where the care of the 
relatives relaxes but too soon when certain of the incurability, where all 
the members of the family are crowded into one narrow room, and where 
economy preserves the expensive stove-heat as long as possible, an atmo- 
sphere sometimes forms which, being almost unbearable, restrains tiie 
entry of the physician. 

Constipation nearly always occurs. It may be mechanical—the 
-carcinoma may constrict the passage — and of more dynamic origin; the 
fjBdces are voluntarily retained for fear of the pain and hemorrhage con- 
nected with defecation. The loss of fluids, too, renders the tmoeB 
harder. 

In other cases, the direct proliferation of the carcinoma into tiie 
lowest part of the large intestine seems to put the whole of the latter in 
a state of irritation, causing colliquative diarrhoeas. In such cases, too, 
amyloid degeneration of the intestinal mucosa may be suspected. 

The symptoms associated with tb"^ extension of the carcinoma to tiie 
bladder consist, in the first place, of those of a vesical catarrii. Fre- 
quent strangury, burning sensation during micturition, and a purulent 
sediment in the urine occur. Subsequently the lumen of one or both 
.ureters may become diminished. With the gradi^al growth of the 
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tumor, the other kidney will act Yiearioct6lj without symptoms. Bat if 
there be bilateral coupression of the ureters, they may dilate to the 
Tolame of the small intestine, hydronephrosis, and even pyeloBe{)ikritis 
and unenna oooor, with their seqaelaa to be discussed below. If a flstnla 
have f ormedy the urine escapes per vaginam. Then the vulva and its 
BorroundingB become erythematous and painful. 

If the tum4>r extend to the neighborhood of the large vessels, eom- 
prossing or even projecting into them, oedema of one or bot^ lower 
extremities ooours^ The oedeeoa soon extends upward, the vulva «nd 
the lower abdoaAen beoomiog swelled. Th» vulva may be so obstmeted 
by this oedematous swelling that the opening can hardly be found. The- 
totmefaotion eidiendiug beyond th^ anos^ and the ohstades enooontered 
by the blood flowing from fhe hemorrhoidal veins, lead to the formatioit 
of large nodes ai the anus and, in oonaeetion with UAoleanUaesa^ 
faoilitate the development of bedsores. 

Toward the end of life, universal oedema ^ten oocurs in consecjtue&ee^ 
of renal disease. 

The svigeoUve symptom ot carcinema*-^^ pain^ia by no means con- 
stant; it is certain that miore CMtnnoMata ra» their course without than 
with pain. Especially when the vaginal portion is alone affected, it ia 
not at 1^ cleaff whence the pain should come> for the vaginal portion is 
not sensitiva But if the new-formation implicates the uterus, pains 
must ocow*. They are often described as radiating into the legs, boring, 
lancinating, or labor-like. The latter ohiuraeter, even to pttroxysma of 
utmne colic, will be assumed by the pains when the secretions aro 
retained within tho uterine cavity by cavoinomatons masses. Not rarely 
the patients distinctly state that fluid is expelled with labor-like pains*. 
Also the pressure exerted by the growth of a carcinoma^ e. g., within 
the body of the uterus^ the direct destruetien«nd irritation of the nerves- 
are causes of pain. 

The^ bladder likewise reaots by tenesmus upon tho irritatmi ol the* 
intruding neoplasm. 

The palpation of the lower abdomen, as well as digital movements ot 
the uterus, are almost invariiAly pa£nf uL The above-mentioned par- 
ticipation ol tbe peritoneum makes this appear not at all surprising. 
Kot rarely the pains increase to those of general peritonitis. In such, 
cases, we must assume the rupture of an ichorous patch-^oertamly a 
rare circumstanoe — or an acute general carcinosis of the peritoneum. 
The latter at times runs a febrile course. 

Should the tumor disint^rate more and more, should the profuse- 
hemorrhages weaken the organism, should there be the first indicatioB 
of consj^— incipient urssmia — the pains often cease pari passu with the 
deterioration of the condition. 

Especially annoying, but fortunately very rare, is a hypersesthesia of 
the vulva occurring in the shape of pruritus or vaginismus. 
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As regards the effects on the general condition^ it is remarkable, in 
i;he first place, that septic processes are rare despite the sloughing. Bat 
the ichor can nsnallj escape freely; there are within the tamor no 
healthy lymphatics capable of absorption, and should a blood-yessel be 
opened, the escaping blood carries away the infectious matter. Nor 
must we forget that the body, as it were, is callous. In the same way 
4is many an anatomist with wounds makes dissections with impunity, 
while others would at once suffer from lymphangitis, so here, too, the 
hodj has become thoroughly impregnated. It is not impossible that a 
part of the symptoms relating to the general condition are due to a 
:gradual reception of septic matters. 

In a carcinoma, anorexia nearly always exists in consequence of the 
•constipation. This lack of appetite, the sensation of nausea, and the 
xecurring vomiting are to be referred to the continuance in the often 
horrible atmosphere and to uraemic intoxication and hydrsBmia. As has 
loeevL repeatedly stated, symptoms pointing to renal disease are partica> 
larly frequent Continual lassitude, actual somnolence, headache, and 
Tisual disturbances are to be referred to ursBmia. Eclamptic conyulsiona 
•occur, as a rule, only immediately before death. Albuminuria is not 
infrequent. 

The aspect of the patient is designated as the cancerous cachexia, 
including the fawn-colored complexion; the slightly oedematous swelling 
of the face; the sunken dull eyes, seemingly lai*ger on account of the ab- 
sorption of fat; the slow motions of the ansemio lips which are laboriously 
drawn over the teeth in order to close the mouth; the suffering expres- 
sion; the entire demeanor, indicative of profound physical suffering and 
resigned hopelessness. 

Death ensues in various ways. The most frequent symptom, the 
hetnorrhage, causes death in the minority of cases. Twice, however, I 
have witnessed death in consequence of spontaneous hemorrhage. 
Almost equally rare is death from acute peritonitis, at least when not due 
to an operative procedure. Acute carcinosis of the peritoneum, too, pre- 
senting almost the same symptoms as peritonitis, is but rarely fataL 

After surgical manipulations, ofcourse, the accidental traumatic dis- 
eases, pysBmia and septicaemia, are likewise possible. By far the majority 
of the patients die of urcemia. A large proportion of those usually 
reported as having " died of exhaustion " belong here. The fact will not 
escape from the careful observer that, m the case of long-standing 
c^dciiiia, comatose conditions, mental hebetude, vomiting, and most 
violent headache temporarily appear and again disappear. Adding to 
this the use of narcotics, the weakness of the heart, the faulty quality of 
tho blood, the disturbed assimilation connected with anorexia and con- 
Btipation, the mental depression, and the respiration of tainted air, we 
should not be surprised that the machinery of the human body, even 
without any direct cause, finally cases to functionate. Often, however, 

I 

L 
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the arsemia leads to notable phenomena^ especially conyalsions. They 
introdace the final stage, and the patient scarcely regains full oouscioos- 
ness. In every such case, I found at the autopsy oedema of the pia mater, 
.and greatly distended, bluish-black veins. 

As the beginning, of a carcinoma does not come under observation, it 
is not possible to know exactly the duration of the affection. I have seen 
•cases having a very rapid course, abscision of an isolated node at the vagi- 
nal portion being followed by death within three months, after reproduc- 
tion of numerous cancerous nodes. On the other hand, I have observed 
a case for three and a half years. It was an uncommonly hard cervical 
carcinoma which caused no symptoms beyond profuse hemorrhages. In 
general the duration is assumed to be one and a half to two years. 

Diag7U)8i8. 

The diagnosis of a carcinoma of some considerable duration is very 
^easy. An error is almost impossible in such a case. The hemorrhages 
in the climacteric period, the offensive odor of the discharge, the cachec- 
tic appearance of the patient often permit, without examination, the for- 
mation of the diagnosis with the greatest probability. During explora- 
tion the finger easily discovers the variously hard, friable, or knotty 
tumor, either rendering the vaginal portion quite irregular or extending 
4eeply into the vagina. A carcinoma very readily bleeds during the 
•examination. For this reason care and gentleness are necessary when 
there is a suspicion of carcinoma. 

Easy as is the diagnosis of a fully developed carcinoma, it is difficult, 
<ven impossible to recognize a carcinoma as such in the beginning. 
Here the differential diagnosis between carcinoma and the adenoid ero- 
.sions of the vaginal portion described on p. 170 is of a paramount impor- 
tance. The following may serve as landmarks: On the whole, benign 
•erosions the consequences of the puerperium are more frequenly found in 
young women; only exceptionally does the general condition suffer as 
greatly as in carcinoma. In benign erosions, glistening ovula Nabothi 
:are often seen. Within the erosion, there is no intact portion of 
mucosa; larger, gaping fissures lead into the cervical canal, the whole mass 
^tppears deep-red and bleeds readily. Carcinoma, however, in the begin- 
ning is mostly confined to a single spot, where it forms a distinct, small 
tumor with even surface, and at first leaves the other, larger portion of 
the cervix intact But if the carcinoma has already attacked the entire 
cervix, the formation of nodes is distinct. In connection therewith^ 
the vaginal portion of the cervix is usually pale. If disintegration has 
commenced here and there, the correspondingly varying condition of the 
vaginal portion is obvious to touch as well as to sight Should a cancer- 
ous node proliferate in* the cervix, as above described, the diagnosis will 
be very difficult at the first examination. Mistakes are here easily com- 
mitted. I know of several cases, diagnosticated as cervical carcinoma and 
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deeply oanteriaed^ which completely recovered. They were certainly 
merely cases of cervical catarrh with proliferated macioas membrane. 

Should it be impossible^ therefore, to form a diagnosis immediacy, 
a piece mast be excised for microscopic examination. This excision will 
be preceded by the treatment for erosion. Should the erosions disappear 
under the treatment described on p. 175, it cannot be a case of carcinoma. 
Gentle treatment, even if it leave the diagnosis doubtful for three weeks^ 
is absolutely required. There is no need for haste. 

Should the erosions fail to heal, a wedge-shaped piece is excised with 
teoaculum and knife^ in such a manner as to include thn margin of ik$ 
cervix. The base of the wedge at the external os sbottld measure ai least 
one centiifietre. This wedge is inclosed in liver tissue, cemetitiod in, and 
hardened. Sections are then cut and examined. A teased preparation 
does not furnish sufficient information. After excision of the wedge a 
sntnre is inserted through the w^onnd smfMe. In the case of erosions, 
the wound closes by firsrt intention, and the loss of blood and snhstanee 
has a decidedly curative infiuence. In carcinottva, after^-heoHNniiagea 
easily occur. The suture cuts through, the wonnd is soon again gaping. 
A tampon sfaotdd always be placed on the vaginal pottien afteir th6 exci- 
sion. 

A similar procedure is indicated for the diagnosis of oardnottta of tbs^ 
body of the uterus. With a sharp spoon, particles are sotapM off' and 
examined. The differential diagnosis muert distingnish betwecoi aaltelmo- 
ma of the body, sarcoma, endometritis fungosa, and varions adenotatdak 

In the case of cancroid polypi described on p. 240, the fbllowing- cir- 
cumstance will serve as a Ifmdmark: perfectly sfMOth ttmors seldom 
spring from the lower surface of the vaginal portion. The rapid gfoirtii,. 
the profuse hemorrhage during the removal, and a glance at the medulla- 
like, pide-red section of the tumor, permit of the f <»m>ation (rf the diag- 
nosis. At most a fibromatous sarcoma may be suspected. Then th^ mi- 
croscopic examination will decide. 

Oauliflower excrescences are probably aHrayfe carcSnoMatous in cbiMe- 
ter. Benign pi^llomata hardly ever occur quite isoHsted at the vtiginal 
portion. Papillomata the size of the fist are now and then found in tiie 
vagiBa> and, associated with them, others at the vaghuA portion, but iA 
these cases pointed condylomata are also discoverable at the vnlva. l%e- 
age (A the patient, the gonorrhoic (n*igin, the rapid appearance, and tlm- 
positivB cure after a single removal obviate any difficulty in the differen- 
tial diagnosis. 

Some uncertainty in the diagnosis may exist, at least eSi&t th^ fiist 
examination, in the case of shttghing ntyomata. The history presents 
similar facts, and during the examination the finger feels shreds and soft 
masses as in disintegrating carcinoma. But in sxach cases, fever will al- 
ways be found with fibromata, and a general participation of the body 
which permits of the diagnosis of a more acute afitection. Then the ex- 
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vnination of the discharged shreds will at once render the diagnosis 
dear. In fibroma — connectiye tissue^ musoolar fibres; in carcinoma — 
masses of laige pavement epithelia in disintegrating^ fatty^ or intact con- 
dition. The differential diagnosis becomes clear also through the treat- 
ment—copious irrigations of the yagina. 

With apathetic patients of inferior intellect the cases may be doubtful 
at first. 

Furthermore, glandular polypi cause similar symptoms. Catarrhs 
also occur vhich have been protracted beyond the climacteric, which may 
be supposed to be carcinoma previous to examination. 

After what has been said during the description of the symptoms, it 
is self-evident that the prognosis is most unfavorable. 

Treatment. 

Tha treatment is symptomatic or radicaL 

Unfortunately the women usually seek the aid of tl^ physician when 
the carcinoma has so far advanced that a radical removal is no lo];iger to 
be thought of. Then the symptomatic treatment is directed against the 
hemorrhage and the sloughing. 

If a hemorrhage is to be arrested, the vaginal portion is exposed with 
a Sim3 qpeculum, and the bleeding spot is looked for while injecting cold 
water. To be sure, the hemorrhage will often have to be arrested at 
onoe, without speculum, on account of the vital indication. If not even 
a tubular speculum i& at hand, the patient is placed on her side, two fin- 
gers strongly depress the perineum, and some tampons dipped in liquor 
ferri are applied to the vaginal portion. Some other tampons are placed 
over them, for the protection of the vagina. If not even liquor ferri can 
be speedily obtained, vinegar may be used to moisten the cotton or lint 

Villous, semi-putrid, soft masses are to be rapidly and completely re- 
maved with the sharp spooji. Thereupon the hemorrhage is best 
•tannched by the styptic tamponade, the insertion into the wound of a 
tampon dipped in liquor ferri. The wound-surface may also be seared 
with Paquelin's thermo-cautery or the hot iron. If the hemorrhage is not 
too pi!ofn8e during the scraping, the boro-glycerin (boracio acid, 1 ; gly- 
cerin, 10 parts) tamponade may be applied, or simply cotton moistened 
with two to five per cent carbolic solution. By the removal or scraping 
away of large villous, digintegrating tumors, the case is many a time im- 
proved for a number of weeks. This operation, too, must be done asep- 
tically, as perimetritis and parametritis may easily follow it. The latter, 
however, cause pain and deterioration of the general condition, so that 
many a patient feels constrained to date a turn for the worse in her affec- 
tion from this manipulation. Then, as uBual, the physician is to blame 
for all the evil 1 

When the carcinoma is hard, it would be altogether wrong to injure 
ike mucous membrane; that would only hasten the ulceration and hence 
17 
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the hemorrhage and slonghing. Now and then we see a small softened 
patch between two cancerous nodes which can be removed with a t^^y small 
spoon. Or else the hot iron or a stick of caustic is introduced into this 
depression to destroy the bleeding spot. So, too, when the hemor- 
rhage comes from the cervix or the uterus, scraping is to be done with 
small sharp spoons and liquor ferri applied either by a tampon or by 
Braun's syringe. 

I emphasize particularly that the cauterizations are intended merely 
for the arrest of the hemorrhage. The hope of destroying, after scraping 
out the carcinomatous neoplasm, all the remnants of the tumor in the 
wound by caustics, is illusory. And as the strong cauterizations are not 
rarely followed by vaginal inflammation and perimetritis, they are ur- 
gently cautioned against. 

The softened parts of the tumor must be removed also in order to pre- 
vent sloughing. In parenchymatous carcinomata, however, there is often 
no softened portion to be felt anywhere. Here, and in carcinoma generally, 
the most ample use is made of vaginal irrigation. Potassium hypexman- 
ganate, carbolic and salicylic acids, in short all disinfectants in existence 
can be employed. If it be impossible to introduce a tube, large disinfected 
compresses are laid in front of the vagina, to intercept the offensive odor, 
as it were. But in spite of all care and the most scrupulous cleanliness, 
it is impossible to control the fetor. 

To the physician it is a hard task to treat a cancer patient until death, 
and yet it is a noble aim to secure to some unfortunate creature, by faith- 
ful attendance, daily some little relief, daily some new measure to meet 
one or other troublesome symptom. The different symptoms, present 
also in other uterine affections, are treated on general principles already 
repeatedly discussed. 

The first modem attempts at the radical removal of a uterine carcino- 
ma consisted in the galvano-caustic ablation of the vaginal portion, in the 
funnel-shaped excision, that is to say, the deepest possible excision of the 
vaginal portion, and in amputation with the 6crascur. 

Unfortunately, the locality is but little suitable for radical operations. 
In the case of an epithelioma, at least one centimetre of macroscopicallj 
healthy tissue must be removed conjointly. This requirement, however, 
meets great obstacles, in that the uterus is not an organ like the mam- 
mary gland or the ovary which may be totally extirpated. The intimate 
connection of the uterus with its surroundings renders it especially diffi- 
cult to recognize the limit of the new-formation. By no means will 
everything morbid have been removed with certainty, when even the 
entire womb has been extirpated for uterine carcinoma. Besides, as it 
requires the statistics of at least a decade to judge of the results, no deci- 
sive opinion can be formed to-day of the methods of radical carcinoma 
operation which are only a few years old. Therefore we restrict ourselveB 
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to the brief description of the methods according to which the operation 
is performed. 

When the new-formation affects the lower surface of the vaginal por- 
tion and perhaps also a part of the vaginal vanity Schroeder's supravagi- 
nal amputation is indicated. In this case the carcinoma generally does 
not extend to the internal os, hence the removal of the entire uterus 
-would serre no purpose. 

According to Schroeder, the procedure is the following: The vaginal 
portion is drawn down considerably; a strong loop of thread is passed 
through each vaginal vault. The vaginal portion is now separated from 
the vagina, or, if the vagina is likewise affected, the latter is severed at 
rthe distance of one centimetre from the carcinoma. The circumcised 
portion is then dissected off toward the centre, and the cervix is strongly 
pulled down. As the peritoneum invests the posterior vagina vault to 
some extent, a direct incised or lacerated wound of the peritoneum is 
here easily inflicted. This wound, as well as the lateral wound in the 
"vagina, are to be united and spouting vessels ligated. The deeply pro- 
tracted cervix is now separated obtusely, right and left, as much as 
feasible. Not till then is the anterior uterine wall severed and the anterior 
vaginal wall stitched to the uterine stump, so that, therefore, the vagina 
in front is fastened to the uterus and the wound closed there. The 
ligatures are not cut off, but employed for holding oY drawing down the 
uterus. Now the posterior half of the cervix is divided and there, too, 
the vaginal wound is united to the uterus. The lateral portions, still 
gaping, are closed by deep sutures. The sutures are intended to diminish 
the opening in the pelvic connective tissue and to arrest the hemorrhage. 
These operations do not run quite typically. The mere circumstance that 
the vaginal portion is of varying size and that the neoplasm has attacked 
the vagina in different form and "extent, necessitates variable incisions 
and different closures of the wound. Thus, in one case, the opening in 
the vaginal vault may be only three centimetres in diameter, while in an- 
other case the operation would have to be called rather a resection of the 
upper half of the vagina. In one case I have caused a loss of substance 
five and a half centimetres in diameter. In such a case the peritoneum 
will almost invariably be opened at the fossa of Douglas. When con- 
vinced that this injury will be unavoidable, it will facilitate the operation 
to make the wound according to a preconceived plan, and to precede it 
by the more difiScult part, the stitching of the posterior vaginal wound 
to the remnant of the posterior lip. 

For those cases in which either the body of the uterus is carcinomatous 
or a cervical carcinoma proliferates upward in the mucous membrane, the 
extirpation of the entire uterus would be the appropriate operation. This 
operation was believed to be impossible until W. A. Freund's labors 
inaugurated a new era. Freund has invented a method of extirpation of 
the uterus which he carefully studied out on the cadaver. This operation 
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lias been frequently performed. It is true, the results are not good^ inas- 
much as about eighty per cent of those operated upon have died either of 
the conseqnences of the operation or of relapses. Still the operation is a 
new one which must be tested in various ways^ tried, and perfected. 

A large abdominal incision having been made, the intestines are- 
pushed into the vault of the diaphragm, or if they nevertheless prevent 
access to the uterus, they are placed externally, wrapped in a warm dis- 
infected cloth. Then the operator separates the abdominal recti musclea- 
from the os pubis, so that the pelvis can be conveniently inspected. The- 
parietal peritoneum, which is but very loosely attached in front, is fastened^ 
by a few stitches to the abdominal coverings. Now the uterus is grasped 
with forceps devised by Freund or any suitable instrument and drawn^ 
upward. Then ligatures are applied in order to separate the uterus from* 
the broad ligaments without hemorrhage. Freund ligated first on eacb 
side in three portions; the two upper ligatures passed through the broad 
ligament, while the lowest grasped the parametrium laterally, and with 
it the uterine arteries and the vaginal vault For the latter suture Freund 
had constructed a special needle. After the ligatures were tied, the- 
dissection of the uterus from the vagina began; for this purpose Freund 
likewise invented special instruments — a knife with covered blade and 
very short scissors bent at a right angle. During and after the dissection^ 
often many additional vessels must be ligated, perhaps even the accident- 
ally missed uterine artery. This hemorrhage may be particularly severe. 
Thereupon Freund closed the vaginal wound from the peritoneal oaviiy 
by stitching the anterior surface of the peritoneum to the posterior. The 
union of the vaginal wound was omitted. 

The dangers of this operation consist in hemorrhage, shock, and in- 
clusion of the ureter. Inasmuch as the operation is a typical one and 
unforeseen incidents can hardly occur, the hope is justified that operators^ 
will gradually learn to master the technique more and more, and secure 
correspondingly more favorable results. 

Various operators, particularly Freund himBclf, Bardenheuer, and 
Schroeder have improved the method. 

The preliminary ligatures through the vaginal vault have been 
abandoned, the procedure is more preparatory and, as in other operations, 
bleeding vessels are compressed digitally and ligated. The closure of 
the peritoneal cavity is dispensed with. On the contrary, leaving the 
peritoneal cavity open is believed to be more correct, as the secretions- 
are thus able to escape and a disinfecting stream of water can irrigate 
the wounds. 

An innovation of especial importance was introduced by Schroeder* 
According to him, the uterus should be removed from the vagina. After 
circumcising the vaginal portion, he penetrates in front and behind into 
the peritoneal cavity, flexes the uteinis backward, draws it through the 
posterior vaginal wound into or in front of the vagina, ligates the broad 
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ligaments en masse, and then separates the nteras. In this way the real 
danger of laparo-nysterotomy — shock — is avoided. It is certain that the 
displacement of the intestines and the manipulations in the abdominal 
cavity are very dangerous in this respect. 

Although colpO'hysterotomy, therefore, is assuredly less dangerous, it 
will be impossible in all cases in which the uterus is enlarged or the 
vagina narrow. 

Total extirpations are contra-indicated whenever the examining finger 
demonstrates nodes in the jmrametria. Therefore, a very thorough ezi^ 
mination of the patient under chloroform is always necessary before 
deciding on the operation. 

0. SaRCOHA of THB XJTBBtJB. 

Sarcoma occurs in two forms in the uterus. First, as fibro-sarcoma, 
41 new-formation related to fibroma, perhaps to be interpreted as a sarco- 
matous degeneration of a fibroma. The tumor forms in the body of the 
uterus, more rarely in the cervix; it may have a submucous situation, 
but may also be pediculated like a polypus, and depend from the fundus, 
the cervix, or the vaginal portion. The consistence is more encephaloid 
than fibromatous. 

These tumors cause the same symptoms as myomata. But they 
relapse, eventually reach a considerable bulk, and change the whole form 
of the uterus to a quite irregular tumor the size of a man's head. After 
x>peration, nodular neoplasms form in the vagina and spring from the cut 
surface; finally the entire pelvic connective tissue and the neighboring 
lymphatic glands are filled with sarcomata. 

Previous to extirpation, the diagnosis of fibroma is often made; but 
the examination of the remarkably soft tumor shows the small round or 
spindle cells, and hence its malignant character. 

As neither the total extirpation of the uterus nor the completest 
possible removal from the vagina could prevent a relapse, the prognosis 
is absolutely unfavorable. 

There occurs, besides, a sarcoma of the mucosa; this again is found 
in two forms — as a soft sarcoma-node of the mucous membrane, and as 
a diffuse, sarcomatous degeneration of the mucosa, which latter becomes 
completely disintegrated. 

Destruction of the uterus also occurs here; in fact that organ may 
be perforated, the sarcoma, infecting the peritoneum, growing into the 
peritoneal cavity. Qusserow has described a case in which the sarcoma 
even perforated the abdominal coverings and proliferated outward. 

In sarcoma of the mucosa, the symptoms of disease of the mucous 
membrane come into the foreground. Copious, watery, slightly sangui- 
nolent, rarely (and then only in advanced stages) ichorous discharges 
escape. Particles of the tumor are expelled more frequently than in 
carcinoma. In one case I witnessed the expulsion, from time to time, of 
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softy friable lumps the size of a walnat^ accompanied by pains. If the^ 
uterus enlarges, it reacts by labor-like pains. If the peritoneum becomes^ 
implicated, peritoneal sensitiveness to pressure arises. 

The diagnosis is based on the examination of particles of the tumor 
(comp. p. 256). The prognosis is absolutely unfavorable; the treatment 
aims at the removal of the soft, necrotic masses, and the alleviation of 
the general symptoms. 

Apart from the small-celled sarcomata^ species of tumor also occur 
which must be classed as mixed forms^ and be designated as carcino^ 
sarcomata. 

D. Adenoma. 

We have abready become acquainted with adenoma of the uterus in' 
the shape of adenoid erosion, ovulum Nabothi, mucous and glandular- 




Fio. 144.— Sereral >denoin»l» 
polypi) of the uteros. 




Fio. 145.— A mucous polypus < 
Into the uterine parenchyma; a, cut ■nrfao» 
of the uterus; 6, the polypus cut in half. 



polypus of the cervix, and follicular hypertrophy of the vaginal portion. 
Glandular polypi occur also in the cavity of the uterus. Not rarely 
they form a complication of fibromata. If the entire uterine mucosa is 
hyperplastic, we have a fungous endometritis; but if the glands alone 
proliferate at the expense of the other substrata of the mucosa, if the 
physiological forms of the glands disappear, and there develops a diffuse 
tumor composed of glandular masses only, we have an adenoma. The 
latter may be a malignant tumor. However, carefully observed fatal 
cases with post-mortem appearances have not been described. On the 
other hand, a benign circumscribed glandular hyperplasia often de- 
velops; a polypus with broad base, or, by further growth, with pedicle,, 
often forms in the endometrium. Gases of multiple polypi of that nature 
are also on record. Their surface usually is smooth, but they may also- 
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be yilloas, cockscomb-like; the latter especially when the polypus has 
crowded between the grooves of the arbor vitse. On microscopic exam- 
ination of these polypi, it is true, we also find such in which the 
glandular new-formation occupies the background. There are also soft 
tumors developed from the interacinous tissue of the mucosa and 
dilated vessels. 

Fig. 144 represents a number of such soft polypi in the uterus. 

Fig. 145 illustrates a polypus of that kind described by Bokitansky; 
it extended deeply into the uterine parenchyma. 

The symptoms consist pre-eminently in menor- 
rhagia and metrorrhagia. The serous discharges 
described on p. 174, of course, likewise occur. 

The diagnosis of these polypi is formed by digital 
exploration. In the case of all inconqtcerable hemor- 
rhages of the uterus, the cavity of that organ must be 
palpated. After dilatation of the uterus, the finger 
is introduced and feels the soft tumor escaping from 
the finger, and yet adherent. It is easier to arrive 
at a diagnosis when the adenoma projects into the 
vagina or, at least, is visible in the os. Then, of 
course, a carcinoma must also be borne in mind. 

The treatment is immediately conjoined with the 
diagnosis. The tumor is removed in any manner. 
If it can be grasped in the snare of a wire ^craseur 
(Fig. 146 and Fig. 143, p. 248), that instrument 
should be employed. 

For the division of so soft a polypus this instru- 
ment sufiBces. The scissors (p. 178, Fig. 93, and p. 
240, Figs. 140 and 141) may also be employed. Many 
such polypi bleed enormously on being touched. In 
these cases, as well as when the form of the polypus 
cannot be clearly made out, a large sharp spoon is to 
be employed (Fig. 37, p. 70). With vigorous pressure 
against the internal wall of the uterus, the polypus 
as well as the adjoining mucous membrane are scraped 
off. The finger having ascertained that the uterine ~ 

cavity is quite empty, liquor ferri is to be injected or the vagina to be 
carefully tamponed; for not infrequently very serious hemorrhages occur 
after removal of these polypi. 

As such tumors are easily bruised and caused to slough, rapid 
methods of dilatation are to be preferred to tents for the operation of 
adenomata. 

The prognosis is good. The removal of these polypi belongs among 
the most gratifying labors of the gynecologist. 
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E. The Free Hjshatoha op the Uterus. 

The free haBznatomata, the fibrinous polypi of the uterus, are often 
mistaken for adenomata. In very rare cases, deposits of fibrin fonn 
around a remnant of abortion, membranes, or placenta, similar to the 
incrustation with uric salts of a foreign body in the bladder. Then wo 
find in the centre the remnant of abortion, and around it concentric 
layers of fibrin. The irritation and dilatation of the uterus lead to con- 
tinually renewed hemorrhages, the latter to enlargement of the "poly- 
pus.'' In this case, too, exploration and remoyal of the foreign body 
are indicated. The diagnosis can only be formed by examination of the 
tamor. 

P. Tuberculosis. 

Leaying aside the old literature from the time where the definition 
of tuberculosis was altogether diiferent from what it is nowadays, tery 
few cases of tuberculosis of the uterus are described. 

Tuberculosis of the uterine mucosa is said to occur primarily. Sec- 
ondary tuberculosis is observed with tuberculous peritonitis and with 
general tuberculosis. During the latter, there may be tubercle forma- 
tion in all glands and mucous membranes, hence also in the uterine 
mucosa. 

In tuberculosis of the uterine mucosa, the latter disintegrates, and 
secretes a whitish thin fluid which is not exactly sanious. The tuber- 
culous mass may remain in the uterus without being expelled. 

Oharacteristic symptoms do not exist or are masked by those of the 
the ^neral tuberculosis. 

Important for the diagnosis is the fact that tuberculosis, as opposed 
to the condition in carcinoma, attacks the tubal mucosa. In conse- 
quence thereof, a cheesy mass accumulates in the tubes and, dilating 
them, leads to palpable tumors. Thus it might perhaps be possible to 
diagnosticate tuberculosis of the uterine mucosa from the amenorrhoM^ 
the discharge, and the palpable, dilated tubes. 

G. ECHINOCOOCUS. 

There are but few authenticated cases of echinococcus of the fiterns 
on record. The vesicles of the echinococcus were expelled spontaneously, 
as well as accidentally discovered at the post-mortem. Owing to the 
tendency to extend into the pelvic connective tissue, the prognosis is not 
favorable. No positive rules can be laid down for the operative method 
of removal with the few cases known. The object must be to remove 
the vesicles as completely as possible, and to cause tiie empty cyst to 
contract, with antiseptic precautions. 
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CHAPTER XIV. 

IMBEASES OF THE PELVIC CX>NNECT1VE TISSUE, THE PELVIO 

PERITONEUM, THE UTERINE LIGAMENTS, AND 

THE TUBES. 

A* Parametbitis. 

Anatomy and Etiology. 

By parametritis we nnderstand an inflammation of the conneotiTO 
tissne joining the peritoneum to the floor of the pelvis or to the uterus, 
rectum, and bladder. To be sure, the term *' parametrium " is applied 
chiefly to the locality close to the lateral margin of the uterus between 
the layers of the broad ligament, limited below by the pelvic diaphragm 
and the lateral yaginal yault. However, as only in the rarest cases the 
inflammation or its product, the tumor, remains confined to this locality, 
it is necessary to find a common name for the inflammatory products in 
the pelvic connective tissue which are alike genetically. The most 
correct term would be inflammation of the pelvic connective tissue. But 
as the term parametritis is in general use and well expresses the primary 
form of the afFection, we shall retain it. Other names are: pelvic cellu- 
litis, extraperitoneal exudation or abscess, phlegmon of the broad liga- 
ment. As opposed to the florid peritonitides, parametritic abscesses 
were formerly called cold peri toni tic abscesses. Only the most recent 
times have taught that abscesses occurring in the pelvis are to be sepa- 
rated into parametritic (connective tissue) and perimetritic (peritoneal). 
Although complications are exceedingly frequent, it is very instructive, 
especially for the beginner, to consider parametritis and perimetritis 
separately. 

It would be sacrificing truth to a principle were we to assert that 
ev^ery parametritis is a traumatic afFection based on infection. In the 
great majority of cases, to be sure, a lesion or the infection of the 
wounded surface is the etiological factor. This is not^to be wondered 
at during labor. The cervix or the region of the internal os is greatly 
attenuated during the passage of the child. Should a laceration ensue 
here — and this is often the case — the parametrium will be opened, or at 
least the wound will extend into the immediate neighborhood of the 
parametrium. Similar to lesions during labor is the effect of injuries 
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during minor operations on and in the cervix, pre-eminently plastia 
operations or the treatment with laminaria or sponge tents. Withoat 
antiseptic prophylaxis, severe parametritis is repeatedly observed as the 
sequel of the above-named manipulations. 

There is hardly any gynecologist who has not formerly experienced 
accidents of this nature. Especially the treatment with stem pessaries 
was often followed by disease of the pelvic connective tissue. Should an 
ill-fitting, excessively large vaginal pessary not be removed, parametritis 
can likewise arise, usually complicated with perimetritis. But, un- 
doubtedly, inflammations of the parametrium or of the pelvic connective 
tissue occur also outside of labor and without any lesion. In uuUiparse, 
both young girls and older women, we observe, though rarely, suppu- 
rating pelvic exudations of very obscure etiology. Gases of that nature 
can by no means be disputed. A number of them can be brought in 
connection with perityphlitis. Several times I have observed peri- 
typhlitis which finally changed into parametritis, and perforated into 
the rectum. In other cases, the parametritis seems to be able to 
develop from a hsematoma of the pelvic connective tissue. Or both 
conditions complicate in a manner which cannot be more closely 
studied. At least, we find parametritic effusions of blood which finally 
suppurate, and parametritic abscesses which discharge blood-clots* 
What may have been the primary condition can at most be suspected in. 
isolated cases from the age or the quality of the coagula of blood. 

According to Bandl, a cervical inflammation easily propagates to the 
folds of Douglas. This is certainly probable. The nucleus of the folds 
of Douglas is uterine tissue. When the mucosa inflames, the under- 
lying uterine parenchyma participates, and the inflammation extends as 
far as the folds of Douglas. Here, again, in the looser connective 
tissue,^ it finds a favorable spot for the formation of an exudation. 

It is absolutely necessary for the understanding of the anatomy of 
parametritis to precede it by some more general explanations. If we 
imagine the peritoneum detached from the fioor of the pelvis, the pelvic 
connective tissue is exposed, that is to say, the space is open, to the in- 
flammation of which this chapter is devoted. Here we find, in the first 
place, great quantitative differences. The peritoneum is so closely applied 
to the body of the uterus that there is no separating layer of connective 
tissue between uterus and peritoneum. In the same way, there is little 
connective tissue in the sagittal (ideal) section between the peritoneum 
and the posterior vaginal wall, between the bladder and its peritoneal 
investment, as well as between the peritoneum and the rectum. A thicker 
mass of connective tissue fastens the uterus to the bladder (comp. Pigs. 
116 and 117, pp. 206, 207). From the bladder, however, the peritoneum, 
remarkably loosely attached, extends to the abdominal wall. An infiam- 
matory connective-tissue tumor can be found in a perfectly sagittal 
direction only where connective tissue is accumulated preformatively- 
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front between the abdominal wall and the parietal peritoneum anterior 
to the bladder, and immediately in front of the uterus, between it and 
the bladder. 

The greatest aecttmulation of connectiye tissue is found laterally at 
the uterus — the parametrium proper. The layers of the broad ligament 
are separated during pregnancy by the dilatation of the vessels. The 
connective-tissue or muscular nucleus of the broad ligament hypertro- 
phies. After labor, the veins collapse, the peritoneal layers shrink and are' 
but loosely apposed, the ligament can easily expand through inflamma- 
tion and infiltration. If we imagine, then, a lateral sagittal section 
striking exactly the margin of the uterus and exposing the pai*ametrium, 
we have in front, in the inguinal region, a portion of rather loose con- 
nective tissue between peritoneum and abdominal wall; then, alongside 
the uterus, the parametrium; and, posteriorly, the connective tissue in 
the folds of Douglas. Therefore, inflammatory tumors may arise later- 
ally beside the uterus, also in front and behind. The lateral tumors will 
propagate to the above-mentioned connective tissue between bladder and 
uterus and surround in a semilunar form the side and the anterior sur- 
face of the cervix. Posteriorly 
the fold of Douglas expands so as 
to become more central and be 
palpable as a thick retro-uterine 
tumor. And, finally, the median, 
uterine part of the folds of 
Douglas may become infiltrated, 
the place where a ridge-like eleva- 
tion of the uterus is almost always 
visible, so that a tumor is also at- 
tached to the posterior half of the 
uterus. This one, however, must ^ ... 

, , .- iliv-i.i.1 ^**- 147.— Schematic diagram of a horizontal 

be at a COnSlderaOle neignt above pelvlc section, a, uterus; 6, rectum; c c, para- 

the floor of the fossa of Douglas. ^0'^"™ or lateral margin of the uterus; ed.ed^ 

_, , . i. 11 broad ligaments; c«, round ligament; c/, c/, the 

InUS the uterus is eventually folds of Douglas; g, fossa of Douglas; h, Teeloo. 




completely surrounded by masses "^»^°® excavation, behind it the connectlTe t 

- , .. rm • J i- between the bladder and uterus; «, d^/yd, e» 

of exudation. This exudation «,peritoneal connective tissue. 

originated laterally and travelled 

around the uterus. The dislocation of the uterus is usually moderate, 
just because the infiltration hindered the expansibility of the ligaments 
and the mobility of uterus. On the other hand, if the inflammation and 
the formation of the tumor are confined to one side, the uterus may be 
displaced toward the opposite side. 

As regards the dissemination of this infiltration or the course which 
may be taken by the product of this inflammation, the pus, a schematic 
diagram, Fig. 147, will most readily elucidate it. Assuming Fig. 147 to 
be a horizontal section of the pelvis, then a would represent the uterus: 
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sic, c, the parametriam^ the primary inflammation osaally arises; itmay^ 
if of inferior origin, travel along in the broad ligament, to d, d. Here, 
laterally, the tnmor forms at the base of the broad ligaments as far as 
the iliac fossa. Or else the infiltration propagates upward — a rather rare 
case — and extends backward in the ligaments of Douglas to /, /. Then 
a tumor forms which eventually surrounds the rectum b and compresses it 
Should the infiltration, the tumor, or the pus develop likewise at the 
margin of the uterus, but higher up in the neighborhood of the angle of 
the uterus, the infiltration migrates toward e in the round ligaments. 
This happens only in puerperal cases. But it is possible, too, that the 
infiltration, having extended from c tx> d, travels or descends subperitone- 
ally at the pelvic brim from dio e toward the inguinal region. Every 
part left white in the figure, representing the connective tissue, may swell, 
t. e., form a parametritic tumor, and finally the infiltration may be 
present everywhere, so that the uterus a is surrounded by inflammatory 
hard tumors. 

Inferiorly these infiltrations are limited by the pelvic diaphragm, that 
is to say, by the levator ani and the tendinous layer above it, so that a 
parametritic tumor hardly ever penetrates directly into the vagina. 

In the majority of cases, tumors form at the places designated, but 
they are again absorbed. However, should pus form, it will seek a pas- 
sage out. It was precisely the circumstance that the final perforation oc- 
curs at places far distant from the uterus, and at a time when the priTnartf 
affection, which perhaps had never been diagnosticated, had long disap- 
peared, which for many years made the affection difficult to understand. 
It was thought that the pus had formed where it appeared. But this is 
by no means the case. Just as after infection of the finger-tip an abscess 
finally forms in the axillary gland, and is opened at a time when the 
finger and the lymph channels leading upward have long ceased to be 
affected, so the broad ligament is often merely the road along whidi the 
inflammation travels. Or, as palpebral abscesses remain after facM 
erysipelas, and peripheral abscesses occur after erysipelas of the extremi- 
ties, when the disease has long run its course, so we find an extraperi- 
toneal abscess, for instance, opening in the inguinal region, althou^ the 
parametrium right and left is quite free and the uterus easily movable. 

The points of outward perforation must be connected with the 
anatomical relations. Often the pus perforates into the uterus or the 
cervix. As, in deep abscesses at the bone, old cicatrized fistulous tracks 
often again melt down, and even the superficial cicatrix grows red and 
thin until it finally disappears and pus once more pours forth, so old 
lateral cicatrices in the uterus again melt down and the pus escapes out- 
ward through the vagina. The opening can be neither seen nor felt, at 
most it may be sounded. But the latter manipulation is to be decidedly 
<3autioned against as useless and dangerous. 

Particularly the puerperal parametritic exudations extending in the 
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ronnd ligament or from the iliac fossa to the inguinal region form larger^ 
board-like tumors reaching to the umbilicus. Should purulent softening- 
occur here, the pus generally perforates ahove^ not below Poupart's liga- 
ment. But very rare cases occur in which the pus below Poupart's liga- 
ment chooses the same course as the ordinary psoas abscesss, the conges- 
tiye abscesss in spondylarthrocace. Then the pus spreads along the 
inner surface of the thigh and there forms larger, tensely fluctuating^ 
tumors. Both forms I have seen only in puerperal parametritis. 

The exudations seldom perforate directly into the yagina. Bat pua 
may also descend by the side of the yagina and reach the labium majus^ 
so that from the point of perforation we may pass a sound upward along 
the yagina to the depth of twelve to fifteen centimetres. 

Should the infiltration from the outset extend to the connective tisaue^ 
between the bladder and uterus, the abscess may also perforate into the 
bladder. This is by no means a rare occurrence in non-puerperal para- 
metritis. Abscesses may also perforate into the rectum, but of course 
only when the surroundings of the rectum were chiefly concerned in the 
formation of the tumor. Very rarely the perforation takes place beneath 
the glutei. The pus here chooses the way through the sciatic foramen. 
The abscess has also perforated through the obturator foramen, andj 
equally rarely into the back near the quadratus lumborum. 

The ureters are comparatively rarely affected. This complication is 
indicated more by the symptoms than by the objective conditions. 

The fact that a parametritic exudation forms an abscess and opens ex- 
ternally is no proof at all that the exudation has suppurated in toto. On^ 
the contrary, single portions seem to melt down more frequently. Only^ 
in acute suppuration of the connective tissue in the puerperium, the exu- 
dation is observed to perforate, thus terminating the pathological process.. 
But in general it is the rule that parametritic exudations soften merely 
in part. Not rarely but very^ little pus gets outside, and, in spite of the 
pei^oration, the form of the entire tumor is preserved. These cases are 
often very hard to understand, because no distinct diminution of the 
tumor and improvement of the symptoms are perceptible despite the 
obvious evacuation of pus. After evacuation of the pus, the point of 
perforation even closes again, to reopen after some time with or without 
external provocation. Thus the disease may last for years. In other cases 
the exudation has no tendency to suppuration, slowly extends all around 
the uterus which -becomes firmly fixed, immovably held by the exudation. 
Such non-perforating exudations soften slowly, relapses again enlarge 
them, and the tumor persists for years, here and there changing its 
shape. 

Symptoms and Course, 

The symptoms of parametritis, of course, when we observe the iegin- 
ning of the affection, are different from those which are to be described 
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tis caused by the exadation of long standing, the final result of the 
•disease. 

In the pnerperium or after some therapeutic manipulation, the fever 
naturally indicated the beginning of some disease, previous to the occur- 
rence of exudation. Very high temperature and initial rigor point to an 
inflammation. During early exploration, the infiltration, the tumor, ia 
felt laterally at the uterus in the parametrium. It is by no means 
necessary to find a " tumor'' at once. There may be at first merely an 
indistinct resistance. As the disease advances, more or less circumscribed 
tumors form. They can only be where they are anatomically possible. 

The symptoms of a long-standing parametritic exudation are often 
surprisingly slight. Large hard tumors are found to surround the uterus 
without the patients believing themselves seriously sick. Often it is the 
perforation which first causes slight fever and pain so that the physicum 
is called. More sensitive patients, however, complain of a sensation of 
3)ressure in the pelvis, difficult defecation, often quite considerable men- 
orrhagia and vesical troubles. Especially the pressure upon the nerves 
«of the pelvic floor and the sciafcics causes neuralgia and paraplegia, so 
that not infrequently we meet patients who have been plagued for months 
with electricity for " sciatica," while they are suffering from a parame- 
tritic exudation. 

A ureter, too, is often compressed. During every close observation, 
we frequently hear complaints which have to be referred to obstruction to 
the flow of urine from the pelvis of the kidney. To me it does not appear 
unlikely that an exudation may perforate into a dilated ureter and by this 
circuitous route find its way into the bladder. Once I have observed and 
verified by autopsy a complete atrophy of one kidney, the other func- 
tionating vicariously. 

As there is no fever connected with long-standing exudations, the 
patients feel tolerably well, but they never* present the appearance of a 
perfectly healthy, robust woman. 

The pains during parametritis on the whole are inconsiderable. 
They increase especially if the patients do not take care of themselves; 
but then the pains may become as violent as in peritonitis, because the 
parametritis extends to the peritoneum. Even during strong combined 
pressure the exudations are often not sensitive. With perforation into 
the bladder and rectum the symptoms are very changeable; we see 
patients to whom every micturition causes the greatest agony, while 
others pass pus and blood with the urine without symptoms. Defeca- 
tion, too, may be atrociously painful; in other cases again, a large quan- 
tity of pus is evacuated after the faeces without pain. Perhaps this is 
connected with the point of perforation: if it affect a region close to a 
sphincter, the nerves are irritated as in a fissure of the anus and the symp- 
tom of tenesmus appears. At least in a few cases I have been able to 
demonstrate this connection clearly. If the pus perforates through the 
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'^external skin, it of course reddens and becomes sensitive to a circum- 
«cribed extent. 

The course of parametritis is illustrated by the above-described ana- 
tomical conditions. There are quite acutey puerperal parametritides 
ivhich are definitely at an end by abscess formation in from ten to twenty 
Uays. Such women again conceive without difiSculty and are in no danger 
from later labors and puerperia. 

But more frequently primary parametritis commences in the puerpe- 
Tinm, after an abortion, or after a minor gynecological operation, quite 
acutely at first. The tumor and the fever render the diagnosis clear. 
Suck a patient is under the impression that she is still a weak convales- 
cent, being for weeks and even months in tolerable, but by no means per- 
fect health. Suddenly, after a particularly profuse menstruation, some 
exertion, or a trauma, an abscess forms, the tumor is discovered, and 
even in case the primary affection has not been observed, the manner 
of its occurrence will be clear. 

Unfortunately, in these more chronic cases the disease is not at an 
^nd with the formation of an abscess. Again and again the tumor in- 
<;rea8es and diminishes. I have observed a parametritic tumor for eight 
jears. 

In such cases the coarse is pronouncedly chronic, particularly in poor 
women who have neither the time nor the means and opportunity for 
national treatment. I have known many a poor patient to be ailing for 
jears and to be living in the hope of getting rid of her suffering through a 
.small bottle of medicine. Eventually the general health suffers, death 
4)eing brought about by fever or some consumptive affection. Quite 
Tarely an inexplicable, sudden exacerbation is observed which has its 
<ause in sloughing of the exudation. This is succeeded by sepsis and 
•death. 

Diagnosis and Prognosis. 

In order to form an exact diagnosis of parametritis, it is necessary 
'that an infiltration or a tumor can be demonstrated during the examina- 
tion. Usually this is easy. On the other hand, it may be doubtful 
-whether the tumor felt is really a parametritic exudation or whether the 
tumor should be interpreted otherwise. Quite early, parametritic infil- 
trations have a tensely elastic feel, about as if a stretched cloth is indented 
ivith the fingers. In the beginning we can hardly speak of a tumor, 
but rather of an increased resistance in the lateral vaginal vault. The 
lateral position of the tumor points to its parametritic origin. If the 
resistance is^r^^ in the fossa of Douglas, it can hardly be of parametritic 
origin (comp. below). In front the resistance lies usually rather higher 
than at the side, so that we must carefully feel high up, the bladder 
being empty, in order to discover it. It is to be urgently advised to in- 
troduce two fingers, as in that way alone positive information can be ob- 
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turned concerning the relation of the tumor, or the resistance, to the 
nterus. Not rarely the tumor by the side of the uterus has almost the 
form of the latter, so that at the first moment there may be some doubt 
as to which is uterus and which tumor. But never does the tumor bo 
continuously blend with the uterus that it should be quite impossible to 
feel a demarcation, a furrow between them. The tumors beside the 
uterus, which can be readily felt from the vaginal vault, may be got be- 
tween the hands during combined examination, but often cannot be felt 
from without during abdominal palpation. Should the broad ligament 
be expanded, the tumor moves upward. Laterally to the uterus Uiere is 
usually an oval, not quite regular^ but never knotty body. In sudi 
cases the tumor may be the size of the head of a child or even that of a 
mWf but always plainly lateral in its position. As has been stated 
under the head of symptoms, a swelling circumvalling the uterus must 
also have arisen in the pelvic connective tissue, that is to say, be inter- 
preted as parametritic. 

A parametritic tumor extending upward in the inguinal region is not 
thick above, often has quite a sharp margin, so that the abdominal cover- 
ings can be turned in behind it to some extent, as beneath the liver.. 
Withal the tumor is very hard, board-like, and not sensitive to pressure. 

In unilateral tumor, the uterus is felt completely crowded to one side^ 
In parametritis arising primarily in front and extending between the- 
abdominal wall and the bladder to the umbilicus, the uterus is often 
lifted more and more from day to day, so that on the fifth or sixth day of 
the parametritis it may be just reached with the tip of the finger from 
the vagina. 

Of great importance for the diagnosis is the almost painless origin.. 
The dispute as to whether a tumor the product of inflammation lies in- 
traperitoneally or extraperitoneally is not so difficult to decide as is com- 
monly assumed. If the tumor arose entirely without pain, if the tumor 
itself is not very sensitive to pressure, it must have developed in the 
pelvic connective tissue. Important, too, is the kUeral position, and,, 
besides, the fact that the tumor is found where according to anatomical 
conditions a tumor is to be expected in parametritis (comp. p. 267). 

A differential diagnosis between parametritis and hasmatocele, that 
is to say, between extraperitoneal and subperitoneal hsBmatoma, has & 
more academic value. We may diagnosticate the presence, the anato> 
mical position, and the nature of the tumor, that is to say, whether it 
contains blood or pus, from the anamnesis and the group of symptoms. 
But the exploration alone does not furnish sufficient data. Owing to the 
slight influence of the diagnosis on the treatment, it should certainly bo 
interdicted to try to render the diagnosis positive by the exploratory in- 
cision or puncture. 

If the cases are not seen until after prolonged existence in debilitated 
patients, we must also bear in mind malignant neoplasms in the retro- 
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peritoneal space. From time to time the specialist has cases with para- 
metritic exudations sent to him with this diagnosis. From a single ex- 
amination it is often barely possible to feel positive at once, but soon 
the diminution of the exudation or the reverse, the exacerbation despite 
every treatment, instructs the physician as to the condition. 

A fibroma or an ovarian tumor could not easily be mistaken for an 
exudation both on account of its form and its location. Difficulties in 
the way of diagnosis arise when the parametritic exudation has existed 
for some length of time without manifesting itself, symptoms being 
caused only by the perforation into internal organs. Thus quite a florid 
peritonitis may be set up after perforation into the peritoneal cavity. 
This is very rare. But perforations into the bladder and rectum are fre- 
quent. As has been explained under the head of symptoms, the subject- 
ive phenomena are very variable, but the objective ones will be always 
the same. Should pus and masses of blood — the pus is always sanguino- 
lent in these cases — ^be suddenly passed with the urine, and the latter 
again become quite clear in brief intervals; that is to say, should clear 
and purulent urine alternately appear at short intervals, there can be no 
vesical catarrh. The parametritic tumor, here usually situated in front 
of the uterus near the neck of the bladder, settles the diagnosis. The 
point at which the abscess opens into the bladder can hardly be deter- 
mined. In two cases I have dilated the urethra according to Simon, but 
the opening could be felt neither in the urethra nor in the bladder. I 
had intended eventually to introduce a drainage tube so as to secure heal- 
ing at last, but the fistula could not be found. It is also but rarely possi- 
ble to feel the opening from the rectum. In one case, however, I felt a 
projection two centimetres high, on the top of which the opening was 
sitnated and could even be rendered visible by a rectal speculum. Gener- 
ally, however, though we may prove by the symptoms that perforation 
has occurred, the fistula cannot be demonstrated. 

Not always does fever indicate that perforation is occurring; it may 
also take pla(^ without any distinct symptoms. How difficult the diagnosis 
is at times was proved to me by a case in which I had diagnosticated a 
parametritic, suppurating exudation, and at the autopsy (death from 
pyadmia) was found a suppurating and sloughing, incarcerated^ large 
myoma of the posterior cervical wall, penetrated by numerous fistulous 
tracks. 

But if the diagnosis really cannot be formed, we must bear in mind 
that the treatment is plainly indicated even without diagnosis. Although 
the diagnosis may shift to and fro during the daily careful observation, 
we frequently get at the diagnosis by the results of the treatment 

The prognosis in general is good. Of course, there exist many 

dangers which have been touched upon above. But if the external 

circumstances permit of rational treatment, both recent and old parame- 

tritiB are afFections which are not incurable. The course^ to be sure, is 

18 
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chronic, that is to say, we cannot remove a disease which has existed /or 
years within daya^ but still the physician's exertions are usually crowned 
with positive results. 

Treatment, 

First it should be remembered that the prophylaxis consists in anti- 
sepsis when directing labors and abortions, as well as during the least 
gynecological manipulation. Then, the treatment is different when we 
observe the genesis of an exudation in order to prevent its spread and 
enlargement, and when we wish to remove an old eztcdation. 

Should an exudation form, we shall try to prevent its enlargement by 
antiphlogosis. An ice-bladder on the abdomen and graduated injections 
are in place; success is also obtained by constant cold-water compresses 
according to Priessnitz. They have the advantage that they force restless 
patients to lie stilL For this reason alone it is desirable to order them. 
Abstraction of blood from the vaginal portion (comp. p. 59) likewise 
belongs to the antiphlogistic apparatus. If there is high fever, it is 
treated according to general rules. From the first day on, sufficient 
evacuation of the bowels is to be carefully provided for. In parametritis, 
which often lasts very long, we must not forget the general health 
through the local affection. Frequently every local treatment is useless 
and without result, while it is possible, by the greatest care in nutrition, 
to secure an improvement of the local affection, a greater energy in the 
absorptive processes, with that of the genei*al condition. For the rules 
for the employment of eccoprotics see p. 158. But even aside from the 
general condition, the mechanical irritation of a voluminous evacuation 
is injurious. Not rarely the defecation is excessively painful, especially 
in cases of perforation into the rectum. 

Often, in a parametritic exudation which forms irresistibly, the sole 
art of tlie treatment consists in regulating the digestion, and causing the 
patient to take care oflierself, by virtue of the medical authority. 

To diminish old exudations, that is, cause them to be absorbed, we 
have different measures. The most effective are: saline sitz-baths, hot 
injections, and moist warm packs of the abdomen or of the pelvic region. 
Warm full baths are to be used with the greatest caution. Such a treat- 
ment should never be permitted without the most scrupulous medical 
direction. A full bath of one-half hour is nothing indifferent by any 
means. Many a patient thereby becomes nervous to the highest degree, 
excited, and ^ter an ill-directed bath-cure is much more wretched than 
before, without the exudation having diminished materially. Less 
weakening to the body and more effective are salins sitz-baths. During 
their use old exudations often disappear in a few weeks. The physician 
must punctiliously prescribe eveiy detail. With the sole direction '* to 
take sitz-baths " hardly anything has been done. The patient had best 
bathe at night. To each sitz-bath of two pailf uls are added five hundred 
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grammes of previously dissolved sea-salt or residuary salt (of salt facto- 
rieSy Mutterlaugen-salz). 

The bath should not bo less than 90** F. nor over 100** P., and we 
may yary between these extremes. In recent exudations we take cooler; 
in old^ warmer baths. The patient is to sit in the bath dressed for the 
night. A mantle or a shawl covers the patient and the tub. The latter 
is placed close to the bed. The room during the bath should have a 
temperature of 68** F. In the patient's bed lies a woollen shawl, above 
that a linen cloth, upon both is a warming-pan. The patient remains in 
the bath for ten to twenty minutes. When she gets up — in which weak 
women must be assisted — she is hastily dried. Then the patient at once 
gets into the warmed bed. The linen cloth absorbs the rest of the 
moisture. The patient dries herself fully beneath the coverlet. Then 
the linen cloth, and after some time the woollen shawl, is removed. 

At first two sitz-baths are to be used per week ; later, in case the 
patient feels better, they are gradually increased to one daily. 

The vaginal irrigations, enumerated as the second effective measure, 
are best taken by the patient in the saline sitz-bath. Previously a pail or 
pot of brine is prepared, at a temperature of 104-106** F. The assistant 
at the bath fills an irrigator, the patient introduces the tube into the 
vagina. Now brine is continued to be poured into the irrigator until at 
least five to eight quarts have been used. This method is very easily 
executed and has the advantage of keeping the bath-water constantly 
warm by the influx of hot water. The irrigations are certainly preferable 
to the employment of bathing-specula. Of course, matters may be so 
arranged as to render the assistance of a second person unnecessary. 

The temperature of the irrigating fluid may also be increased. If the 
tube of the irrigator is very long, the passing water is cooled three or 
four degrees. 

During this treatment, too, the patient must be under daily control, 
at least in the beginning. The hot- water injections are no panaceas by 
any means. Often this treatment must be again discontinued, after 
having been employed three our four times, on account of incipient fever 
or of pain. In many cases certainly we observe wonderful results. 
Exudations or remnants of exudation which have remained unchanged 
for years in spite of every treatment, disappear completely under hot- 
water injections within three or four weeks. Should the patient bear the 
injection well, the irrigation may be used twice daily. But after the 
procedure, even when not taken in the bath, the patient must always lie 
down, welUcoveredy for one or two hours. 

The third measure are Priessnitz compresses. I urgently advise not 
to apply them to the abdomen only, but to wrap the wet cloth around 
the whole pelvis. These applications may remain permanently ; they 
must form the substitute for every local treatment when the patient can- 
not move or is confined to bed by high fever. Should the brine cause 
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eczema, water should be employed. Bath-mud is likewise used with good 
effect for these applications. 

In old, stabborn exudations, a course of treatment may be combined 
from the three methods described. To be sure, at times the treatment 
of an old exudation extends oyer one year to eighteen months. Even 
then, though the sjrmptoms are remored, a so-called remnant of exuda- 
tion, perhaps to be interpreted as a cicatrix, or at least a permanent dis- 
location of the uterus referable to this cicatrix, remains behind. 

Besides the measures named, a large number of other therapeutic 
proposals has been made. Thus, pre-eminenly, the employment of pre^ 
paraiions of iodine. Tincture of iodine has been painted both on the 
abdomen and on the vaginal vault, according as it was hoped to act upon 
the exudation the more readily from one or the other point. Also the 
long-continued application of tampons with potassium iodide solution or 
iodized glycerin has been proposed. In the same way iodoform in the 
form of an ointment (2 \ 10) is employed for rubbing into the abdomen 
and for the tamponade. I have never seen any positive effect attributable 
to these measures alone. Potassium iodide is also to be applied from the 
rectum, in the form of suppositories containing 0.5 gm. of potassium 
iodide in 2 gms. of cacao butter. Unfortunately the treatment of a 
parametritic exudation is often so protracted that there is ample time to 
employ all these measures. Only we must beware of ascribing accidental 
improvements to an occasionally applied remedy. 

Quite recently massage of the abdomen has been proposed. I have 
no experience with it, but I should caution against believing methods to 
be good because they are modem. At any rate, massage should only be 
employed in very old remnants of exudation, as otherwise the manipula- 
tions are of course dangerous. These measures will probably have some 
psychical influence, as hysterical persons often believe the assertions of 
miraculous healers rather than the prosy veracity of a physician. 

B. Pebimetbitis. 
Anaiomy and Etiology. 

Penmetritis is an inflammation of the serous membrane covering the 
uterus. But there is hardly a case in which the neighboring portions of 
the peritoneum are not implicated in the pathological process. There- 
fore, if we have been accustomed to designate the inflammations of the 
entire subperitoneal pelvic connective tissue by the name ot parametritis^ 
so we also call peritoneal inflammations which affect the peritoneum of 
the pelvic floor: perimetritis. More correct, of couiw, is the name pel- 
vic peritonitis. 

First I must make a few prefatory anatomical remarks. 

In Pig. 148, taken from Luschka, the anatomical relations are repre- 
sented. The preparation was made from a subject frozen in the recnm- 
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bent position. Accordingly the uterus, following the law of gravity, has 
sunk backward and has applied itself to the parietal peritoneum. The 
fossa of Douglas is reduced to a narrow fissure (Fig. 148, 23). On the 
other hand, the strongly contracted bladder has detached itself from the 
uterus. On the right side, the peritoneum is removed, on the left it 
covers the pelvic organs. On the right, therefore, we see the subperi- 
toneal space and in it, after elimination of the connective tissue and fat, 
the venous plexuses of the spermatic (18). Of the right broad ligament. 




148. 

fto. 14a— HoriaKmUl oblique section through the longitudinal axis of the pjriformes mosclM 
and Uurough the third sacral vertebra, after Luachka. 

1. Third sacral vertebra. S, 8, Horizontal ramus of the os pubis. 8, Sjrmphysis. 4, 4, Fyrifor- 
mis muscle. 5, ft, Internal obturator muscle. 6. Levator ani. 7, Superior gluteal artery. 8, Su- 
perior gluteal vein. 0, Sciatic nerve. 10. Obturator artery. 11, Obturator vein. 12, Obturator 
nerve. 18, Rectum. 14, Uterus; its left anterior side covered by peritoneum, its right side de- 
nuded of peritoneum. 15, Bladder. 16, Ureter. 17, Plexus of veins spreading between the peri- 
tooeom and the superficial muscular layer of the uterus. 18, Plexus of veins formerly inclosed 
between the layers of the broad ligament of the uterus and leading to the formation of the internal 
spermatic vein. 19, Anterior layer of the left broad ligament. 90, Posterior layer of the left 
broad ligament. 21. Posterior layer of the right broad ligament. ^2, Posterior peritoneal wall of 
Uw foesa of Douglas. 28, Fossa of Douglas reduced to a narrow fissure. 24, Adipose layer of 
cellular tissue continuous with the subperitoneal cellular layer of the subperitoneal pelvic cavitj 
laid open on the right side. 25, The left ureter lying underneath the peritoneum. 

the anterior layer is absent, so that we see the anterior or inner surface 
of the posterior layer (21). In front of the uterus, likewise, are strong 
plexuses of veins (17). Therefore, should an inflammation arise in the 
localities described, on the right, or a product of inflammation be situ- 
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ated there, we should hsk^Q parametritis — inflammation of the pelvic con" 
nective tissue. Should one of the veins represented rupture, a hmmatoma 
of the pelvic cellular tissue would arise. 

On the left side we see a fossa containing the numbers 19 and 20; this 
is the left half of the vesico-uterine excavation, limited posteriorly by the 
broad ligament and the anterior surface of the uterus. Should an in- 
flammatory product be situated here or in the fissure 23, between 20 and 
22, the fossa of Douglas, and should it displace the uterus, 14, as far as 
the symphysis, 3, we should have an intraperitoneal or perimetritic in- 
flammation. Blood effused in the same locality would form a hmmaio- 
cele. 

The etiology of perimetritis is very manifold. In the first place, an 
enlargement, a venous hypersdmia of the uterus may implicate the peri- 
toneal investiture. We must picture to ourselves that the excessively 
heavy uterus in its physiological dislocation injures the peritoneum, 
both at the perimetrium and at the places against which the uterus 
presses. The congestion, however, is the consequence of circulatory dis- 
turbances occurring with especial frequency during fiexions and versions. 
Particularly in retrofiexion, there will easily be a concurrence of hyper»- 
mia of the uterus, stasis in the fundus, and interference with the physio- 
logical movements of the uterus. When the peritoneum is injured, 
infiammatory agglutinations occur. The latter are superficial at first, 
for there is no free space through which a pseudo-membrane may shoot 
from one point to another. For instance, should the uterus be adherent, 
not too firmly, posteriorly to the fossa of Douglas, and should it never- 
theless artificially or spontaneously reassume its normal position, or 
should it enlarge during pregnancy, the superficial adhesion is stretched, 
it becomes a cord. The more the cord or the band is stretched, the less 
it is nourished. Thereby the pseudo-membrane is attenuated and finally 
extends as a cobweb-like, thin membrane from the uterus to the place 
where that organ has been adherent. The ovaries, too, if superficiallj 
irregular, enlarged, heavy, and descending, may reach spots where they 
may produce mechanical irritation or friction, for instance, between rec- 
tum and uterus. Then adhesions occur between the ovaries and the 
environments. Should the uterus subsequently assume its normal posi- 
tion, it will but imperfectly drag along the ovary agglutinated to other 
parts. Or else, an atrophying pseudo-membrane, extending along or over 
the ovary, may prevent the organ from reaching its physiological posi- 
tion. The same process takes place with the tubes. In this way there 
arise complicated dislocating influences which axially twist the ovarian 
ligament and the tubes, bend them toward one another, displace, flex, 
distort, and extend them. 

Also chronic constipation and inflammation of the intestinal wall in 
typhlitis cause peritoneal hyperasmia with consequent adhesions. Assuredly 
perimetritis may arise without any infection, simply through the circu^ 
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latorj/ disturbance in dysmenorrluBa and chronic metritis. For pori- 
metritiSy in the more restricted meaning of the term^ is a part of metritis. 
Just as in peritonitis the immediately underlying tissues — intestinal 
muscularis, bladder, uterus, etc. — do not remain free from iufiammation 
and serous infiltration, so will the perimetrium not continue quite intact 
when the uterus in chronically inflamed. 

In a similar way, perimetritis arises in consequence of acute circulatory 
disturbances. Thus when taking a severe cold during the menstrual 
period, there may be caused a quite acute inflammation of the uterus, its 
investiture, and the pelvic peritoneum. Although it may not be modern 
to believe in such things, this connection. is but too frequently taught by 
experience. 

Another etiological factor is furnished by new'formations in tlie peri- 
toneal cavity. In them likewise the hyperssmia and the mechanical irri- 
tation are of importance. Thus perimetritic adhesions occur on hard 
dermoid cysts of the ovary and on flrm subperitoneal uterine myomata, 
especially when, situated in the fossa of Douglas, they hinder the uterus 
in its physiological movements. In carcinomata proliferating into the 
body of the uterus, adhesions are always found, often so extensive that 
the fossa of Douglas is entirely absent. Even long-retained pessaries 
which press strongly against the posterior vaginal vault lead to agglutina- 
tion of the fossa of Douglas. Moreover, in prolapse of the uterus, with- 
out and with inversion, numerous adhesions are often present in the deep 
funnel of the pelvic floor. 

The parietal adhesions of large ovarian tumors have likewise been re- 
ferred to mechanical influences, partly of external origin. 

During ovariotomies, incipient perimetritis may often be observed, in 
the form of very loose adhesions on which may be demonstrated loss of 
endothelium, swelling and hyperssmia of tha peritoneum, and slight 
deposits. 

Blood coagula also excite the peritoneum to adhesions, exactly as do 
new-formations. Although blood-corpuscles and serum are absorbed, 
coagula of fibrin remain behind; they adhere and thus form the cause of 
perimetritis. 

Moreover, perimetritis may occur after all intra-uterine manipulations, 
88 aftei awkward sounding with firm, rough, or unclton instruments ; 
after too large stem-pessaries the point of which imbeds itself into the 
fundus; after curetting of the uterus and enucleation of myomata from 
the depth of the uterine parenchyma; after treatment with sponge or 
laminaria tents. Why, indeed, in one case a parametritis ensues, 
in another the peritoneum becomes affected, or in still another both dis- 
eases occur simultaneously, will not always be capable of demonstration. 

Furthermore, perimetritis is due, in the groat majority of cases, to 
gtmnorhceal infection. It may be that a gonorrhoeal infection in woman 
runs an isolated course as vulvitis, vaginitis, and also endometritis (comp. 
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p. 93)^ bat frequently the entire genital tract participates in the inflam- 
mation^ from the vagina to the abdominal orifice of the tube^ and in- 
eladmg the pelvic peritoneum. Golica scortorum, formerly described as 
a neuralgia, is nearly always a perimetritis due to gonorrhoeal infection. 
The connection may be threefold. The lymph-space of the peritoneal 
cavity inflames, as do the inguinal glands during the existence of an ulcer 
at the vulva or the penis. There is, then, an inflammation progressing 
in the lymph-vessels. But it is possible, too, that in virulent catarrh of 
the tubal mucosa the inflammation extends through the thin wall of the 
tube to the peritoneal investment, where it will spread and lead to 
adhesions. In favor of the view is the fact that, inde^, distortion of the 
tubes is found almost constantly in perimetritis. Besides, it is also likely 
that tubal catarrh produces virulent pus which finds its way into the peri- 
toneal cavity, either because there is insufficient room in the tube or be- 
cause a trauma mechanically expresses the tubal contents out of the ab- 
dominal orifice. In favor of this last-named connection we have those 
cases in which really the disease suddenly begins or exacerbates after a 
trauma^ for instance, coition. But the dangerous character of tubal pus 
is demonstrated. Fatal peritonitis has frequently been seen after lapa- 
rotomy in which a pyosalpinx ruptured and effnsed its contents into the 
peritoneal cavity. 

Again, perimetritis is a complication of parametritis. More correcUy 
expressed, a common injurious cause — infection — produces an inflam- 
mation both of the connective tissue (parametrium) and of the peritoneal 
covering (perimetrium or pelvic peritoneum). In the beginning and 
course, one or the other region may be implicated to a variable degree, so 
that the diagnosis hesitates or both diseases must be diagnosticated. 
Moreover, the final result of the pathological process appertains to both 
diseases, or at least to one more than to the other; purulent tumors 
occurring in which the extensive adhesions aJ)Ove the tumor prove the 
peritoneal, and the characteristic point of perforation or immediate seat 
on tlie nerves and vessels of the posterior pelvic wall, the subperitoneidy 
parametritic position. 

The dislocations suffered by the tubes and ovaries by the adhesioiu 
cannot be even approximatively described in their multiplicity. Often 
there are only a few membranes which distort and fasten an ovary, often 
it is a veritable capsule through which the smooth, enlarged ovary gleams 
like the back of an extra-uterine fcetus through a ruptured tube. Or the 
ovary is so imbedded in the bands and membranes of the perimetritic 
products that it can be found only with the greatest difficulty. Thus the 
left ovary may lie in a curvature of the sigmoid fiexure, the right may be 
adherent to the vermiform process in a mass of exudation. 

Hitherto we have spoken chiefly of the adhesive form of pelvic peri- 
tonitis. It affects the majority of cases with the described etiology. In 
the puerperium, however, perimetritis and pelvic peritonitis often form 
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the initial stage of universal peritonitis. The latter progresses with the 
formation of extensive exudations, and covers all the abdominal organs 
with a purulent deposit. In gynecological cases, the form of perimetritis 
advancing to universal exudative peritonitis is very rai*e; but we observe 
a quite acute, pernicious, septic peritonitis in consequence of infection or 
perforation. Formerly I have seen several cases of universal peritonitis 
due to the employment of sponge-tents, which ended fatally in five or six 
days. In one case the connection with ichorous endometritis and endo- 
salpingitis could be demonstrated. Here all the intestines appear livid, 
the intestinal veins are filled to repletion, the abdominal cavity contains 
a slight amount of bloody, serous, thin, brownish fiuid. Such cases have 
occurred now and then during nearly all gynecological operations preyious 
to the use of antisepsis. 

If, after what has been stated, a universal, purulent peritonitis is rare, 
there may be circumscribed suppurations, incapsulated patches of pus, 
abdonunal caverns, the consequence of an exudative purulent pelvic peri- 
tonitis. To be sure, these cases, too, have remained behind mostly from 
the puerperium or after operations. Often they are connected with the 
above-mentioned extrusion of pus from the tube. Also intraperitoneal 
iiemorrhages at times lead to suppuration. This pus generally lies at the 
deepest point of the peritoneal space, behind in the fossa of Douglas, un- 
less that space has disappeared by adhesive peritonitis. 

Inasmuch as such a confined abscess has a pyogenous membrane for 
its waU, the pus gradually augments, thus rendering the purulent cyst 
larger, tenser, more extensive. As the pressure increases in the cyst, the 
form of the abscess will more and more approach that of a sphere or ovoid. 
Thus the internal cyst-pressure deeply depresses the fossa of Douglas, 
forces the uterus close to the symphysis, and lifts the upper limiting 
membrane high up. Finally the purulent cyst becomes so large that it 
overtops the uterus above and laterally, and surrounds that organ like a 
parametritic abscess. In this way tumors arise which reach to the um- 
bilicus and take up the greater part of the abdominal cavity. 

The septum separating the abscess from the surroundings usually 
does not exist as a continuous membrane, but is formed of the surface 
of the intestines turned toward the cyst which are adherent to each 
other, and the intei*spaces of which are filled by thick membranes. 
It seems almost wonderful that the universally adherent small intestines 
are not absolutely disturbed in their peristaltic functions. For oases of 
*' absence of the peritoneum " have been described which certainly are 
nothing but total agglutinations of all the small intestines in consequence 
of universal adhesive peritonitis. 

However, the abscesses need not necessarily always lie below; an 
abdominal cavern may also lie in quite atypical situations, for instance, 
at the umbilicus or in the hypogastrium. 

The illustrations show these relations. In Fig. 149 is represented an 
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Fie. 149.— Lai^e intraperitoneal ezudatioii, limited abore 
bj adherent coil3 of small intestine. 



intraperitoneal exudation separated above from the peritoneal cavity by 
mntaally adherent coils of small intestine. The exudation is seen to 
adjoin the rectum closely^ so that a perforation may here easily occar^ 
and that the finger may palpate a considerable extent of the exudation 

from the rectnm and the 
vagina. Should the quan- 
tity of pus increase 
more and more^ while 
the incapsulation persists, 
the form of the abscess 
represented in Fig. 150 
will arise. Here the in- 
ternal pressure has led to 
a rounding off in every 
direction. Posteriorly the 
abscess, surrounding the 
rectum, extends to the 
bone. The rectum passes 
through the abscess like 
a tnbe. In front, the ab- 
scess slightly overtops the 
uterus; a tense consistence 
can be felt everywhere. 

Several times the ob- 
servation has been made 
that incapsulated perito- 
neal exudations slough; 
hence that on their artifi- 
cial or spontaneous open< 
ing gases and offensive 
pus appear. This is like- 
wise the case with psoas 
abscess, so that at the in- 
ner surface of the thigh 
abscesses are seen which 
evince the presence of air 
even before they are 
opened. Also abscesses 
forming on the inner wall of the pelvis in coxitis slough easily. This 
untoward result is to he feared in all abscesses in the vidmty of the 
intestine. Undoubtedly the septic germs come from the intestine. Al- 
though it may perhaps be impossible that bacteria and septic gases 
penetrate through the healthy intestinal wall, they can certainly pass 
through a diseased intestinal wall. As in universal peritonitis the upper 
layers of the uterus are found infiltrated, so also does the intestinal 




Fia. ISO.— Intraperitoneal pelvic abscess, filling the whole 
of the lesser pelvis. 
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mnaoiilar is participate in an inflammation of the peritoneal coyering. 
Throagh the thus infiltrated^ inflamed intestinal wall bacteria or septic 
germs or bodies may penetrate into the abscess cavity, and thus the 
abscess sloughs. As perimetritic or peritonitic collections of pus are 
situated in closest proximity to the rectum (comp. Pig. 149), the danger 
of sloughing will be greatest in them. On the other hand, the spon- 
taneous sloughing of an exudation will give rise to the conjecture of an 
intraperitoneal origin. 

By the suppuration or sloughing of an exudation an intestinal fistula 
is also formed, both toward the external surface of the abdomen and 
toward the yagina, and perimetritic ileac fistulae into the rectum 
and bladder have even been observed. The inflamed, paralytic portion 
of the intestine depends into the abscess cavity. Some faoces remain 
behind in the dependent portion. The after-coming fecal masses force 
that portion more and more outward, i. e.y into the abscess, solu- 
tion of continuity occurs, and the old fecal fragments drop into the 
abscess cavity. Thereby the contents become ichorous, fever ensues, 
the wall of the abscess becomes inflamed, and perforation outward or 
into an adjoining organ follows; gas, foetid pus, and a few old fecal 
fragments are evacuated. After the evacuation of the pus, the abscess 
contracts more and more, so that finally merely a fistulous track 
remains. Even the latter may close temporarily. Not infrequently, 
however, some more fasces exude in the depth, and the process is 
renewed without our being enabled to risk much interference, owing to 
the difficulty and danger which the locality presents. 

Tho perforation of peritoneal abscesses takes place also directly into 
the rectum, the bladder, the vagina, or toward the external skin. In 
the latter case, the point of perforation may be situated a hand-breadth 
above the symphysis to the right or left, or even at the umbilicus. It 
will be evident, of course, that if the perforation takes place at a point 
characteristic of parametritis, the differential diagnosis can often not be 
made between parametritic or perimetritic, i. e., between extra- or intra- 
peritoneal origin. 

Besides the adhesive &nA purulent torma of perimetritis, cases occur 
which may be called serous perimetritis. To be sure, the designation 
applies only in reference to the final product. An augmentation of the 
peritoneal fluid is possible for two reasons: either the transudation is 
increased, as in cirrhosis of the liver, heart-disease, kidney affections; or 
the absorptive capacity is diminished. The latter seems to be the cause 
in chronic serous peritonitis, without our being able, however, to state 
this connection as correct for all cases. When, owing to adhesive peri- 
tonitis, a portion of peritoneum becomes incapable of absorption, the 
fluid not taken up will gradually increase here. Hence serum may 
accumulate between pseudo-ligaments. Should, with increase of the fluid, 
the membranes either close by pressure, or adhere in consequence of 
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exacerbations of the inflammation^ sealed spaces will be formed in which 
a stagnating^ physiological peritoneal secretion is inclosed. In this way 
serous cysts arise at and near the uterus. Such exudations are nearly 
always in the fossa of Douglas. Their long, unchanged persistence 
indicates embarrassed resorptive powers. It is very doubtful whether 
a purely purulent exudation may become serous; but inversely, a serous 
intraperitoneal cyst may become purulent or ichorous for the various 
reasons owing to which a purulent peritonitis usually arises. Such 
serous cysts have already been diagnosticated and operated on as ovarian 
tumors. They often reach a considerable size. 

Symptoms and Course. 

Perimetritis or pelvic peritonitis changing into universal peritonitis 
may run as maUgnant a course extra-puerperally as the most rapid puer- 
peral septic8Bmic peritonitis. The symptoms are those characteristic of 
peritonitis — high fever; intense, continuous, spontaneous pains; sensi- 
tiveness to the slightest pressure; meteorism and constipation in conse- 
quence of intestinal paralysis; vesical paralysis, likewise due to infiltra- 
tion of the musculature; rapid, weak pulse; enormously accelerated 
respiration; finally sopor and death. 

In acute pelvic peritonitis, there is also fever and sensitiveness to 
pressure of the abdomen from the umbilicus down. When this infiam- 
mation becomes chronic, the fever ceases, but the sensitiveness to 
pressure remains for a long time or returns again with the least exer- 
tion. But there are not a few cases in which an acute onset cannot be 
demonstrated from the history, while the picture presented is still that 
of a pronounced perimetritis, which therefore exists in a chronic form. 
Its symptoms differ in degree. They consist in pain with the slightest 
exertion. When the patient walks on uneven pavement, slips, ascends 
stairs, is forced to walk fast, dances, rides in railway or other carriages, 
or even makes a hurried movement, pains occur. When quickly chang- 
ing the position in bed from one side to another, a sudden intense pain 
succeeds. Even the slightest displacement of the uterus and the ovaries 
with every motion of the body causes symptoms. Rapid sitting down 
on a hard chair is as painful as rapid getting up. Coition is altogether 
impossible owing to the pain, especially in chronic inflammation of the 
fossa of Douglas (colica scortorum). 

During the examination, frequently no tumor can be discovered 
anywhere, but every intended movement of the uterus is excessively 
painful. However, if there is a tumor, it will generally be situated in 
the fossa of Douglas or extend from there. The tumor will displace 
the uterus forward, and not laterally. Later, indeed, after the appear- 
ance of a very large tumor, the' uterus may lie quite atypically, t. «., 
laterally, and the sensibility to pressure, too, may gradually decrease. 

To the symptoms caused by every pelvic tumor — bearing-down. 
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nrinary and rectal difficulties — ^are superadded those of a retention of 
pus: hectio feyer, great frequency of the pulse, anorexia, lassitude, loss 
of flesh, etc. 

In serous cysts, nearly all symptoms may be absent, so that we are 
often surprised to demonstrate large tumors which exist and slowly dis- 
appear without causing any symptoms. 

The adhesions displacing the tubes and oyaries cannot be felt directly; 
but an obscure sense of resistance, and a soft tumor escaping from and 
yielding to the finger, but always returning, proves their existence. 

But it is strange that perimetritis is aggravated with especial facility 
during menstruation. There are cases in which all the results of careful 
treatment in the intermenstrual period are rendered nugatory by a sadden 
exacerbation daring menstruation. But this is the case rather in the 
subacute than in the pronouncedly chronic forms of perimetritis. 

Sterility, or at least impaired conceptive capacity is almost always 
present in perimetritis. Although the uterine or tubal catarrh may be 
the cause, the reason will probably more frequently have to be sought in 
the dislocations of the tubes and ovaries. Extra-uterine or tubal preg- 
nancy is often caused solely by perimetritic displacement of the tubes. 

In septic cases the course is equally acute as in the puerperium. 

In acute pelvic peritonitis with residuary purulent exudations, the dis- 
ease may last a very long time, yet the course in general is more rapid 
than in parametritis. Perforation into the abdominal cavity, sloughing, 
may speedily cause death; perforation toward the outside may bring 
about rapid cure. 

In chronic perimetritis the condition of relative cure occurs by the for- 
mation of pseudo-membranes, that is to say, the inflammation has 
deflnitely disappeared, but the inflammatory products, the adhesions, 
remain to the end of life. Although they become gradually thinner and 
are loosened artiflcially or spontaneously, they do not completely disap- 
pear. The slowest course of all occurs in cases due .to gonorrhceal infec- 
tion. In them slight movements often cause renewed aggravations. In 
all probability the main affection here is a specific tubal catarrh which 
now and then evacuates its dangerous products into the peritoneal cavity. 
It is noteworthy that there are cases of this nature in which, despite 
agonizing suffering for years, neither distinct adhesions nor tumors 
appear. 

As to the terminus, little need be added after what has been stated. 

In sepsis and penetration of the pus into the peritoneal cavity death 
occurs. The same may take place from sloughing of an exudation, but 
such cases also often terminate favorably by perforation outward, after 
high fever for days augured the worst result. Small exudations are 
completely absorbed and disappear. But here as well as after adhesive 
peritonitis, sterility and dislocation of the uterus, tube, and ovary remain 
behind. Chronic gonorrhoea! metritis really has no terminus, because it 
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always exacerbates anew, in spite of every precaution and care in the treat- 
ment. 

Diagnosis and Prognosis. 

If the abdomen is yery sensitive to pressure^ if the uterus cannot be 
moved from the vagina without causing pain, if there are many sub- 
jective sensations of pain, the diagnosis is clear. An acute peritonitis at 
most might be mistaken for ileus. Benal and hepatic colic may at first 
sight lead us to suspect acute peritonitis. But the absence of rise of 
temperature and of great rapidity of pulse soon dispels every doubt. 

Adhesive peritonitis is diagnosticated by attempted movements of the 
uterus in every direction. Thus the seat of the inflammation cannot 
rarely be accurately determined. For instance, if movement of the 
vaginal portion downward and forward is painful (comp. p. 184), there 
is inflammation of the folds of Douglas. And if in retroflexion the re- 
placed uterus immediately returns to its position even in the knee-elbow 
position, the body of the uterus is adherent in the fossa of Douglas 
(comp. p. 109). If an ovary lies on the floor of the fossa of Douglas and 
remains there constantly even if the uterus is placed in anteversion, there 
is an adhesion at that spot between the ovary and the peritoneum. If 
the body of the anteverted uterus cannot be lifted, and if an obscure re- 
sistance is felt at one comu (comp. p. 190), the uterus is adherent with 
this comu, that is to say, adhesions inclose the tube and fix the uterus. 
With simultaneous sterility, this circumstance also indicates old adhe- 
sions. 

It is more difficult to recognize with certainty the products of peri- 
metritis, the perimetritic exudations^ as such. In the first place, the 
anamnesis here will always demonstrate an onset with considerable pain. 
If a large inflammatory tumor at or around the uterus arises without any 
symptoms, it cannot be of perimetritic origin. When a peritonitis leads 
to exudation and the formation of tumors, to an incapsulated purulent 
patch, this inflammation has undoubtedly set in with considerable pain. 

To be sure, in an old incapsulated exudation, the neighboring peri- 
toneum is often so greatly altered that the exudation can be palpated by 
combined examination without causing pain. A parametritic exudation 
even, when in the process of suppuration or sof fcening, at that time not 
rarely is more painful than a perimetritic exudation, because the adjoin- 
ing peritoneum is not implicated in the inflammation till then. 

The position of the tumors felt, of course, differs in small exudations 
and in the beginning. The parametritic exudation lies at first in the 
parametrium, i. e., at the side or in front of the uterus; the perimetritic 
exudation, however, first fills the fossa of Douglas, and hence in the 
beginning is felt behind the uterus. Other distinguishing features are 
stated to be, the high location of the intraperitoneal, the low position of 
the extraperitoneal exudation. But these relations change with oonsid- 
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€rable increase in size^ when also the peritonitic exudation descends 
deeply at the sides. We must always bear in mind that complications 
are easily possible^ and hence that intra- and extra-peritoneal exudations 
may exist simultaneously. Should an exudation perforate at the upper 
half of the abdomen, ib is peritonitic; these exudations are frequently 
filled with ichor, perforate during high feyer, with much pain, and vivid 
reddening of the skin. Parametritic abscesses, however, perforate more 
inferiorly, more gradually, do not soften completely, and therefore dis- 
appear but partially after absorption. 

The differential diagnosis may be very difficult when there is in the 
neighborhood of the uterus, as the final result, a cyst filled with serum; 
here it is often impossible, after a single examination, to make a positive 
diagnosis. If the tumor adjoins the abdominal coverings, it is permis- 
sible to make an exploratory puncture with the Pravaz syringe, under 
antiseptic precautions. Serous contents indicate a perimetritic tumor. 

The prognosis generally is unfavorable. Life is endangered by 
sloughing, perforation into the peritoneal cavity, and by acute peritoni- 
tis generally. Health continues impaired during gonorrhoeal perimetri- 
tis. Should the body long retain an accumulation of pus, suppurative 
fever and cachexia occur, even tuberculosis is possible. If only adhe- 
sions are present, the uterus remains dislocated, the tubes continue fixed, 
and the ovaries displaced. Gonnected therewith are many troubles, 
especially hysteria. Sterility and extra-uterine pregnancy should like- 
wise be named. 

Treatment. 

As in parametritis, the prophylaxis of perimetritis consists in careful 
antisepsis during labors, abortions, and operative manipulations on the 
uterus. Furthermore, every virulent vaginal catarrh must be carefully 
treated from the beginning, so as to cure it, if possible, before it extendiB 
to the uterine mucosa. 

When an (icute perimetritis or pelvic peritonitis has set in, we en- 
deavor first to combat it by antiphlogosis. We proceed here as in puer- 
peral perimetritis, with ice, opium, abstraction of blood from the ingui- 
nal region and the vaginal portion. The old treatment, according to 
which, previous to the exhibition of opium, the bowels were emptied by 
a large dose of calomel (0.3-0.76 gm. = gr. v.-xij.), is to be urgently 
recommended in acute cases. 

In chronic perimetritis, compresses to the abdomen are employed 
with good effect (comp. p. 274). 

There have also been recommended, painting the abdomen, the vagi- 
nal portion, and the vaginal vault with iodine, or the introduction of 
tampons and suppositories with potassium iodide which is well absorbed 
by the vagina and the rectum. 
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Often the constipation forms the most troublesome complication and 
the main point of attack for the physician (comp. the rules given on p. 
158). 

In perimetritis, saline baths are much employed. And, indeed, a 
protracted "cure '* in one of the many saline baths of Germany is often 
the only effective measure. These baths are: Hall, Konigsdorf, Kreuz- 
nach and Munster-am-Stein, Diirrenburg, Kosen, Suiza, Wittekind, 
Halle a. d. S., Colberg, Oeynhausen. In perimetritis, full baths are to 
be preferred to sitz-baths, as the difficult getting up and the compression 
of the abdomen in the latter are often very troublesome. In bad cases, 
the curative effect may be increased by causing the patient to take pro- 
tracted baths of one and a half to two hours. Subsequently to them, it 
is advisable to let her keep the bed for one or two hours. 

Should there be at the same time a cervical catarrh or an erosion, the 
treatment should by no means be commenced with cauterizations during 
the existence of a florid or merely violent chronic perimetritis. The 
catarrh often disappears spontaneously. Not rarely I have freed patients 
of perimetritic pains by simply interdictinjg every vaginal exploration 
and manipulation for several weeks. 

Opening a diagnosticated abscess is to be advised only when the 
natural process is hastened thereby or if a vital indication is furnished by 
sloughing. Without the necessity, without some special indication, I do 
not advise the opening. But if the skin is reddened, if there is a break 
in the tissue, if perchance we can feel the crepitation of gases present in 
the abscess, if everything points to the apeedy perforation, the opening 
should be made. Thereby the duration of the pain and the high fever 
is not infrequently materially shortened. It is better to allow the abscess 
to perforate spontaneously into the vagina and bladder, for the antisep- 
tic precautions during after-hemorrhages, etc., are here effected with 
great difficulty. Perimetritic abscesses often diminish rapidly after be- 
ing opened. 

The cavity must be carefully irrigated with a double-current catheter. 
Especial care is required in very cachectic persons and large abscesses, 
for in those cases, as during the opening of pleuritic exudations, death 
may occur quite suddenly, inexplicably. Strong pressure, the introduc- 
tion of the finger or the sound, and excessive water-pressure during the 
irrigation are to be seriously discountenanced. But an antiseptic punc- 
ture with the Pravaz syringe never causes any danger. 

In more recent times, these abscesses or serous cysts have been 
emptied with the aspirator. Extensive experience is still lacking regard- 
ing this method, and would seem to be difficult to accumulate, owing to 
the great individual diversity of the cases. 

In chronic perimetritis it is particularly necessary not to forget the 
general condition through the local treatment. 
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0. RSMATOCBLE. 

Anatomy and Etiology. 

Since Kelaton had described hsematocele as an intraperitoneal acoa- 
malation of blood behind the uterus^ this disease has been made the 
subject of searching investigation by many gynecologists. The objective 
condition on touch necessary to the diagnosis was not rare; but the proof 
that the tumor felt was a coagulum of blood was furnished only in the 
most exceptional cases. For post-mortem results of hsBmatocele are very 
seldom published. 

We must first inquire, whence or how does the blood get into the 
abdominal cavity? 

The most frequent source of the hemorrhage is the ruptured ovisac of 
a tubal or other extrsruterine pregnancy. In proof of this connection 
0808 reports and post-portem results are on record. Not only did men- 
strual disturbances precede nearly every case of haBmatocele, but previous 
pregnancy was also demonstrated. Should the hemorrhage be rather 
slow, the opening of the ovisac be not very large, or the quantity of 
blood be inconsiderable owing to very early interruption of the pregnancy, 
the hemorrhage arrests itself because the forming coagula plug the open- 
ing. Of the effused blood — which, following the law of gravity, lies at 
the deepest point, the fossa of Douglas — ^the fluid constituents are 
absorbed and a coagulum remains behind. The congealed mass displaces 
the uterus forwardy close to the symphysis. Gradually the coagulum be- 
comes progressively firmer; an uneven, slowly diminishing surface is 
distinctly felt; after absorption of the coagulum, the dislocated utems 
itnally resumes its former position. 

Furthermore, an internal varix may also rupture. I have described 
a case of &tal internal hemorrhage from an eroded vein at the surface of 
a pregnant uterus. 

Should the vein open toward the pelvic connective tissue, which is 
oertainly possible, the hemorrhage would be extraperitoneal. But if the 
vein is close to, and its walls adherent to, the peritoneum, the hemor- 
rhage would be intraperitoneal on rupture of the vein. For the produc- 
tion of the opening in the vein a trauma is of etiological importance, for 
exertions are now and then assigned as the cause. Such, for instance, 
is coition indulged in afc the time of menstruation. Perhaps also a men- 
strual anomaly jc?&r se may lead to the formation of a hsematocele. A 
haematosalpinx may discharge into the fossa of Douglas; at least we not 
rarely find hemorrhage outward and simultaneous formation of the tumor 
within. Moreover, the blood of a hsBmatocele may have come from the 
ovary. The possibility of rupture of the ovary with effusion of blood 
into the abdominal cavity cannot be denied. In scorbutus, scarlatina, 
measles, purpura, etc., we find, as after difficult labors, bloody deposits 
on the peritoneum. But true tumQrs certainly form very rarely* 
19 



290 THE DIBBASB8 OF WOMEN. 

Qaite arbitrarily a tew authors assumed a peculiar form of peritonitis 
in which blood was " exhaled " from the peritoneum. Equally rarely 
would the formations of adhesions lead to hemorrhage, as Virchow en- 
deavored to render probable from the analogy to pachymeningitis hsemor- 
rhagica. Perhaps the connection is rather this, that women with 
adhesions are very liable to extra-uterine pregnancy, and hence that 
rupture of the tube is more likely to occur. 

The second question to be discussed is, How does the retro-uterine 
tumor characteristic of hematocele originate P The main credit of having 
elucidated these relations is due to Schroeder. 

In the case of a perfectly free effusion of blood, a retro-uterine tumor 
can be felt as little as in ascites. This is proved by cases of fatal internal 
hemorrhage, in which the blood can be demonstrated laterally by percus- 
sion as well as by the sense of fluctuation, but not by the feeling of a 
retro-uterine tumor. But if the hemorrhage takes place into an incap- 
sulated space, that is to say, if the fossa of Douglas is incapsulated, the 
inflowing blood will of course distend the space and a tumor must 
form. 

Withal it is not by any means necessary to assume an absolutely firm 
occlusion. Even if there is a passage through the intertwining and 
superimposed pseudo-ligaments, the blood will crowd these membranes 
together aud thus effect the formation of a cyst And should some blood 
escape, the bulk of the mass, rapidly coagulating, will remain beneaih the 
membrane. 

But perfectly free blood can also form a tumor, as I have described as 
early as 1873 and demonstrated by experiments. Tbe blood in the peri- 
toneal cavity does not remain fluid, but coagulates very quickly. Even 
in fatal hemorrhage, a few houra of life suffice to coagulate the blood. 
These coagula, of course, form a tumor at the deepest point of the peri- 
toneal cavity — the fossa of Douglas. There they crowd the uterus for- 
ward and cause symptoms which are described farther on. Slowly or 
rapidly, according to the size of the tumor, it disappears, the greater 
paai; of the blood being absorbed, and only coagula of fibrin remain be- 
hind. But the blood-clots act on the peritoneum like every new-forma- 
tion — mechanically irritating, so that a perimetritis ensues with resulting 
adhesions. 

When the posterior side of the uterus is so agglutinated to the oppo- 
site peritoneum by superficial adhesions in the fossa of Douglas as to 
entirely obliterate that space, the blood must of necessity be located 
higher. Then it may also get in front of the uterus — ^forming a peri- 
uterine or rather ante-uterme haematocele. This must likewise be the 
case when the hemorrhage is so profuse as to flow forward over the ute- 
rus and the broad ligaments, after filling the fossa of Douglas. 

Isolated ante-uterine hsematoceles without agglutination of the fossa 
of Douglas are impossible. Cases formerly repeatedly described have 
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been traced back by Schroeder, in a critical investigation, to an erroneous 
diagnosis^ by proving them to be hsBmatometra in a rudimentary atretic 
comu. 

Althoagh thus far we have spoken only of intraperitoneal hemorrhage^ 
and interpret hematocele in that way alone, we must not omit mention 
of the fact that extraperitoneal hemorrhages, into the pelvic connective 
tissue are also possible and do occur. As the formation of hsematomata, 
so-called thrombi^ has been observed at the vulva^ so also has it been in 
the parametrium. In recent times, several cases of parametritic hssma- 
tomata have been described, and there is an inclination to the view that 
a large number, if not all, of spontaneously arising cases of parametritis 
are connected with such hemorrhages. Here, too, the distended broad 
ligament or the detached peritoneum may rupture subsequently, hsama- 
tocele being the consequence of the hsBmatoma. The etiology of these 
extraperitoneal hemorrhages is still obscure. Of course, this observation 
does not alter the picture of hsBmatocele, to the nature of which the in- 
traperitoneal hemorrhage always belongs. 

Symptoms and Course. 

The symptoms of hsBmatocele are composed of those of acute ansBmia 
and the rapid formation of an intraperitoneal tumor. 

In larger hemorrhages of any kind, in '* internal hemorrhage,'' syn- 
cope occurs; the latter i3 of pathognomonic importance. The nature of 
the pains is variable. In some cases they consist merely of a dull sense 
of pressure in the pelvis, in others again the patient at once lies down, 
owing to the excruciating pains. Invariably, however, touching the ab- 
domen, and especially the posterior vaginal vault, is very painful. This 
sensibility to pressure is not as great as in peritonitis. Defecation is 
rendered difficult and painful. Micturition, too, is usually interfered 
with, because the uterus, pressed close to the symphjrsis, compresses the 
urethra or rather the inferior vesical segment. 

Behind the anteposed uterus there is at first a tensely elastic tumor 
which by no means surrounds the uterus semilunarly as a parametritis, 
but is situated quite medially in the fossa of Douglas. The sensibility 
generally soon diminishes, the tumor seems to move higher up, becomes 
irregular, knobby. The hardening coagula can be slightly dislocated, 
sometimes producing a creaking sensation. The uterus moves more and 
more toward the centre. Finally, small tumors are behind the uterus; 
after a single examination, without exact observation of the previous 
course, it can hardly be determined whether they are the ovaries, rem- 
nants of exudation, or scybala. Eventually they, too, disappear and 
cure results, or else a perimetritis develops. 

In the most favorable cases, a tumor cannot be felt externally. The 
tumor perceived in the vagina disappears in from three to four weeks. 
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Not rarely, too, cases of primary perforation into the rectum occur. 
Even after eight to fourteen days, masses of blood are passed per rectum 
without the appearance of suppuration, sloughing, or feyer. This p«r- 
fcration may take place without any symptoms. We are surprised to 
find the tumor suddenly greatly diminished, and then only inquire after 
the 'stools which contain the characteristic small coagula. 

The perforation may occur also into the bladder, vagina, or the peri- 
toneal cavity, or into several places at the same time. ELsematoceles 
treated by operative opening have run a particularly dangerous and ma- 
lignant course. Rapid sloughing, sepsis and death, or long-continued 
debilitating suppuration and py»mia ensued. 

It is peculiar that often during a later menstruation a secondary 
hemorrhage occurs, similar to what we have learned to be the case in 
perimetritis. The duration of the disease will depend upon the size of 
the mass of blood. Tumors the size of a fist do not disappear in less 
than three or four weeks. Larger ones can be felt for months. Even if 
the case causes no alarm for weeks, the tumor may still suddenly dough 
for inexplicable reasons. 

Diagnosis and Prognosis. 

For the diagnosis the history is to be borne in mind. As above 
stated, menstrual disfcurbances precede. The onset in pronounced cases 
is so sudden that the patients are able to give the precise moment. 
Should there be syncope, or at least subjective symptoms of acute syncope 
— ^tinnitus aurium, scintillation before the eyes — this likewise indicates 
hemorrhage which, if it does not appear externally, must have taken 
place internally. If to this be superadded a tumor, the position and 
quality of which characterize it as an accumulation of fluid in the 
fossa of Douglas, the diagnosis is clear. Even the fact that a large 
tumor can appear in a few hours only through hemorrhage, assures the 
diagnosis. But it is certain that, if sudden onsets elastic tumors symptoms 
ofancsmiay and absence of fever belong to the diagnosis, the latter can 
be made but very rarely. Undoubtedly, quite pronounced cases of ha&- 
matocele occur, in which there can be no doubt of the diagnosis even 
without palpable proof that there is blood in the tumor. But if the 
anamnestic data remain obscure, and the case does not come und^ ob- 
servation quite early, the diagnosis must only be made with some re- 
serve. 

The diagnosis will hesitate most between perimetritis and hsemato- 
cele, and it cannot be doubted that those authors who c-ount hsdmatooele 
among the most frequent diseases, have mistaken a large number of peri- 
metritic exudations for hsBmatooele. If the tumor has existed for some 
time and the history is obscure, it is quite impossible to form a positive 
diagnosis, for it cannot be felt whether a fluid contains more white or 
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more red blood-oorpnscles. The course^ howevery furnishes some guid- 
ing points. Continual absence of fever is in favor of haematocele, as is 
the transition from tense elasticity to a knobby^ variously hard surface. 
A very great forward dislocation of the uterus presupposes preceding 
free mobility, that is^ absence of adhesions^ which could not be the case 
in perimetritis. The material dislocation, then, points rather to hsema- 
cele. But the rapid diminution of the tumor especially indicates hsema- 
tooele. Perimetritic exudations can be thought of only in disease of the 
peritoneum, but the diseased peritoneum has its absorptive power im- 
paired. Hence an accumulation of pus can only be gradually inspissated, 
not rapidly absorbed. Therefore, rapid reduction in size and speedy 
disappearance of the tumor likewise are in favor of hematocele. 

If a haBmatocele suppurates, it has changed to perimetritis and as 
such it runs its course with lever. 

Furthermore, all tumors of the fossa of Douglas enter into the con- 
sideration, as fibroma, carcinoma, and ovarian tumors. In these, obser- 
vation for a few days will render the diagnosis possible, unless the char- 
acteristic form and position of the tumor furnish the elucidation. 

The differential diagnosis is more difficult in retroflexion of the gra- 
vid uterus complicated with perimetritis. In that case touch of the tu- 
mor from the vaginal vault is very painful, as is palpation; sounding 
must not be done on account of pregnancy and inflammation. The his- 
tory is often obscure, because menstrual anomalies preceded in either 
case, and an incarceration of the uterus may occur rapidly, like a peri- 
metritis. In such cases the forced examination may become very danger- 
ous and even be followed by acute peritonitis and death. We should 
first ask ourselves the question whether the diagnosis is absolutely ne- 
cessary at once for the treatment. Then chloroform should be given so 
as to arrive rapidly at a conclusion by combined exploration and palpa- 
tion, unimpeded by the struggling of the patient. In narcosis we must 
succeed in elucidating the relations so as to obtain the diagnosis of in- 
carceration of the uterus, or else the proof that no incarceration is pres- 
ent. 

Tht prognosis is dear from what has been stated. In interpreting 
hssmatocele usually as the consequence of a ruptured extra-uterine preg- 
nancy, we have, by the formation of a tumor, the proof that the first 
danger, fatal hemorrhage, is past The coagulum, however, like every 
other subcutaneous haBmatoma, will be absorbed slowly but surely. 

On the one hand, the position in the peritoneum will be very favor- 
able for the absorption; on the other, special dangers will be caused by 
the consequences — irritation of the peritoneum, agglutination, the form- 
ation if adhesions, sloughing, and perforation. 
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Treatment. 

The operatiyo treatment of haematocele has given very bad results, so 
bad indeed thafc even modem antisepsis has not caused the operation to 
be again attempted. In the mean time it has been empirically demon- 
strated that an expectative treatment gives a very good prognosis and 
that the tumors are absorbed without anything being done. Hence the 
tumor of a hmmatocele is a ^^noli me tangere.** The cyst mus t be opened 
only when sloughing has occurred, that is, high fever, renewed fluctu- 
ation, projection into the vagina, rectum, or the external skin. The 
opening is made where the fluctuation is most distinct. Often this is an 
extraordinarily soft spot between hard surroundings. * 

In other cases we shall confine ourselves jx> ward off injurious effects 
or to prevent the enlargement of the blood-cysts. In quite recent cases, 
rest, morphine, and ice to the abdomen are at once to be ordered. In 
older cases, too, rest is necessary, for movements may easily be followed 
by dangerous after-hemorrhages, or at least the sensitiveness, the peri- 
metritis, may considerably increase. Owing to the great pain caused by 
a voluminous defecation, eccoprotice are to be given from the beginning. 
This must not be neglected, as great displacement of the coagula during 
straining or the passage of a thick column of faeces may provoke renewed 
hemorrhage and largely increase the pains. The diet, too, must be se- 
lected with the view to the rest and the difficult defecation, in other 
words, all substances should be avoided which render the passages volu- 
minous. 

If perforation ensues, disinfection should be provided for. It is best 
to omit every examination or sounding or irrigation of the cyst from the 
rectum. For the fistulous opening will best prevent the entry of intes- 
tinal gases and sloughing. Prom the vagina, however, the cyst is to be 
carefully irrigated through a double-current catheter, with slight water 
pressure. In one case, I engaged the opening in a speculum and with a 
long pincette removed coagula of fibrin which were followed by pus. 
Owing to the sloughing, the cyst was drained merely into the vagina by 
means of a rubber tube six centimetres in length. The vagina was irri- 
gated every two hours. Three days later, but little laudable pus escaped. 

Any strong pressure upon the tumor is to be avoided. The treatment 
of the remnants of haematoceles coincides with that of perimetritis. 

It is always advisable that the patient, even if she feels quite well, 
should remain abed during the next menstruation. 

D, Nbw-Fobmations ik the Pelvic Oonkbctivb Tissue. 

Aside from inflammatory tumors, hsematomata, and regionary metas* 
tases in uterine carcinoma, few tumors occur in the pelvic connective 
tissue. 
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An echinococcus may spread around the uterus like a parametritio ex- 
ndation, and laterally behind the uterus it may extend upward in the 
connectiye tissue. The peritoneum likewise is dislocated far upward, so 
that an abdominal tumor arises. 

Should spontaneous rupture into the rectum, the yagina, the uterus, 
or the bladder occur, the diagnosis is usually made from the escaping 
vesicles. An exploratory puncture or aspiration is also permissible. 
Chemical examination shows slight specific gravity, grape-sugar, scolices, 
and booklets. In suppuration of the cyst, of course, only pus can be de- 
tected. Free incision, evacuation of the sac, and drainage under the 
strictest antisepsis has been followed by cure in several cases. 

In the same way as myomata occur in the round ligament, their de- 
velopment is possible, too, in the broad ligament, owiug to the connec- 
tive tissue and muscular nucleus. Not rarely, myomata developed later- 
ally in the uterus extend into the broad ligament like parametritic exu- 
dations. If these tumors are large, they crowd the uterus sideways and 
upward. Such tumors are at times very soft and spread like exudations, 
following the connective-tissue spaces. 

Fibromata may also spring from the bone, as they do from the base 
of the skull. Several cases of dystocia have been described, in which 
large fibromata sprang from the periosteum or the pelvic synchondroses. 

Enchondroniata and sarcomata, exostoses and cysts of the pelvic bones 
likewise form large, partly very firm, partly softer tumors which can be 
felt from the vagina. 

A rectal carcinoma may also grow forward and become a retro-perito- 
neal carcinoma or lead to secondary uterine carcinoma. 

In all these cases exploration per anum is necessary. Thereby is 
formed the differential diagnosis whether a tumor springs from the sa- 
crom or lies in front of the rectum in the fossa of Douglas. 

It is particularly the reaction of a tumor on the general health which 
decides whether it is a malignant new-formation. Should a tumor grow 
uninterruptedly, become uneven, should ascites ensue, and the functions 
of neighboring organs be restricted, the diagnosis will not hesitate. 

The treatment is symptomatic, as operative removal is usually im- 
possible. But the lower half of the sacrum can be resected, so that a 
tumor springing isolated from it might be removed without danger. 

Oysts of the broad ligaments, parovarian cysts, spring from the paro- 
varium. Their diagnosis and treatment will be discussed in the follow- 
ing chapter. 

E. Diseases of the Bound LiaAKSNT. 

When the round ligaments participate in pathological conditions of 
the uterus, they may be hyper»mic or oedematous* Considerable varicose 
expansions of the veins have been found in them. Whenever the round 
ligaments spring at different heights from the uterus, that side of the 
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uterus upon whioh the ligament is attached farther down is less fully de- 
veloped^ hence the uterus is unequal, asymmetric, awry. 

As the round ligaments always begin at the point of origin of the tubes, 
one of the round ligaments is the guiding line to the uterus in doubtful 
extra-uterine pregnancies; thus, if the round ligament leads to an ovisac 
separated from the uterus, that ovisac is the one rudimentary uterine 
cornu. But if the round ligament leads to the edge of the uterus at the 
median side of the ovisac, the uterus is perfectly normal, and the ovisac 
is formed of extra-uterine organs, the ampulla of the tube or the ovary. 

As the round ligaments consist of uterine musculature, myomata 
must be liable to occur in them. Winckel has described such a case. 

Under the name of hydrocele of the round ligament two pathological 
conditions are known: first, an abnormal continuation of the peritoneum 
into the inguinal canal and in front of the inguinal canal beneath the ex- 
ternal skin. In this case a tumor filled with fluid, the size of a child's 
fist, arises in the inguinal region. As in hydrocele in male children, the 
canal occasionally closes, the fiuid being thus separated from the ab- 
dominal cavity. Schroeder, however, states that he succeeded in press- 
ing the serous fluid back into the abdominal cavity. That procedure and 
the application of a truss would constitute the treatment. 

In the second form, a serous cyst develops in the midst of the round 
ligament and hence is situated above the inguinal oanaL 

F. DlSBASBS OP THE TUBBS. 

. Defects of Development. 

Under the head of malformations of the uterus on p. 193 it was stated 
that, in rudimentary development of the female genitfds, the tube maybe 
completely absent or may form a solid cord. . Among the congenital mtal- 
formations belongs also the presence of a second abdominal orifice of the 
tube from which fimbriae likewise project into the abdominal cavity. 
The tube is usually flexed at the abnormal ostium situated in the oonti- 
nuity of the tube. 

Not rarely the musculature of the tube is absent at a circumscribed 
spot, there being a hernia of the mucosa, a small protrusion at the tube. 
Here, then, the tubal wall is composed merely of mucous membrane and 
peritoneum. According to Elob, these hernisd of the mucosa are impor- 
tant in the etiology of tubal pregnancy. Should the fecundated ovum 
lodge in such a pocket, it will remain there. The fact that a tubal preg- 
nancy almost always raptures early, points in these cases to a predis- 
posi]^ thin condition of the ovisac. Should tubal pregnancy be effected 
from any cause, the uniformly present muscularis would stretch to such 
an extent aa to allow the pregnancy to terminate. This is very rarelytbe 
eaae. It certainly does appear remarkable that tubal preguaucy either 
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leads vm-y early to the rupture of the tube or, in very rare oases^ goes to 
term. 

Inflammation of the Tubes and its Consequences. 

As has been repeatedly stated, the tubal mucosa participates in the 
gonorrhoic in&mmation of the mucous membrane of the uterus. The 
pus may get into the abdominal cayity from the tube and incite yiolent 
perimetritis (comp. p. 279). There are cases even of interminable peri- 
metritis, the cause of which is the pus again and again escaping from the 
tubes. 

But dilatation of the tubes also occurs; of course, this affects only the 
ibdominal portion. Under the head of perimetritis we have already 
m^itioned the multiform dislocations of the tube due to adhesions, dis- 
tortions, flexions, etc. They lead to constriction, even atresia of the 
tube. The latter occurs also by the flihbriaB adhering with their peri- 
toneal surface. 

If the tubal secretion cannot escape from the tube, it gradually dis- 
tends, a pyosalpinx or hydrosalpinx forming. 

In menstrual anomalies a tubal hemorrhage also occurs. In conse- 
quence of vicariating menstruation, a hadmatosalpinx forms in atresia and 
exoebbive distention of the uterus (comp. p. 144). 

Howeter, retention of secretion is possible also in not absolute occlu- 
sion, in mere constriction. The inspissated secretions may likewise be 
retained. The uterine ostium is so little dilatable that the internal pres- 
sure of the tubal cyst does not suffice for forcing the fluid into the 
iterine cavity. In very rare cases only has a periodical discharge of 
dropsy of the tube been observed, which form has been donominated hy- 
drops tubes profluens. That dilatations of the uterine part of the tube 
occur, though rarely, is proved by cases of accidental sounding of the 
tube (p. 31) or by the passage into the abdominal cavity of medicated 
fluids injected into the uterus. 

The form, size, and position of tubal cysts are very variable. 

Shoald the tube distend, it becomes too large for the ala vespertilionis^ 
the peritoneal ligament of the tube. The peritoneum does not expand 
in conformity, but forces the tube to bend and flex still more than it 
normally does. Thereby the tube acquires the sausage form with inden- 
tations. At the abdominal end a sort of retraction occurs by the incurved 
fimbrisd expanding outwardly. However, both during laparotomies and 
in numerous preparations, I have seen smooth-walled, dilated tubes, 
running merely a slightly curved course. Even perfectly spherical, 
movable cysts may arise which can hardly be distinguished from small 
ovarian cysts during the examination. 

The siM0 is generally inconsiderable. Tubal cysts of from three to 
five centimetres diameter are frequent; large cyst^ however, flimulatiwg 
ovarian tamors have been observed very rarely. 
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The position is almost always lateral. The cyst is nsoally movable. 
Bat a tabal cyst may also adhere to the uterus behind and in f ront, ex- 
tending above the broad ligament^ with or without fastening the ovary to 
the anterior surface of the uterus; or it may be situated upon the apex 
of the uterus. 

The diagnosis of the various affections of the tube can be made only 
hypothetically unless the tube is enlarged. Thus in incurable, always re- 
lapsing perimetritis, in which gonorrhoeal infection and endometritis 
have been diagnosticated, we justly suspect an endosalpingitis with escape 
of pus from the abdominal orifice. 

All affections associated with enlargement of the tubes are to be recog- 
nized with our present combined methods. Often we feel by the side of 
the margin of the uterus the movable, club-shaped, or rosary-like tumor 
extending outward, so that no doubt obtains. Or a finger is simultan- 
eously passed into both bladder and rectum, feeling for the angle of the 
uterus, while an assistant at the same time twists the uterus around its 
longitudinal axis by means of forceps applied to the vaginal portion and 
pulls it down. 

During castration or in laparotomies generally, it is very important 
to pay attention to the tubes, lest perhaps a thin-walled pyosalpinx be 
ruptured and its dangerous contents be discharged into the peritoneal 
cavity. 

Simple dislocation of the tube may be argued from aquired sterility 
after the termination of perimetritis. As we have stated above (p. 286), 
the final products of the infiammation may also here be occasionally felt. 

The prognosis of tubal inflammation is unfavorable because treatment 
is impossible. Should the treatment of perimetritis not be followed by 
improvement, nothing can be done for the salpingitis. 

The question whether it is justifiable to perform laparotomy with a 
view to extirpate the tube is still sub judice. The operation would be 
decidedly unadvisable during the existence of considerable perimetritis. 
But in the other cases the symptoms are not particularly urgent 

Should during a laparotomy the discovery be made that the cyst to 
be removed is a tubal dropsy, the latter should be completely extirpated 
if possible. For after making an opening in the tubal sac, the hole may 
close or become occluded by pseudo-ligaments, so that the dropsy recurs 
afresh. 

New- Formations of the Tube. 

Of new-formations, tuberculosis is to be first enumerated; it oooora 
here as a primary affection, and often fills the tube with large masses of 
cheesy tubercular products. 

Carcinoma^ however, has always occurred merely secondarily at the 
tube, starting from an ovarian carcinoma. Fibromata and Kpomata and 
a papilloma of the tubal mucosa have also been described. The so-called 
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hydatid of MorgagniiQ a small yesiole offcen hanging to a fimbria; it is of 
no practical importance. Now and then we find another yesicle on a 
pedicle perforating the broad ligament which springs from the parova- 
rium* 
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OHAPTEE XV. 

DISEASES OF THE OVABIEa 

A. Yaribtibs of Deyslopxeht. 

Ik absoenoe of the uterus, the ovaries are also lacking; in unioom 
uterus^ the ovary of that si^e is missing where there is no horn of the 
uterus. But an ovary with the tube may be snared off and hare disap- 
peared by torsion of the pedicle or by pseudo-membranes. In a rudi- 
mentary uterus, the ovaries are frequently rudimentary. They are of 
remarkably minute size and contain no Graafian follicles or mere traces 
of them. 

We have stated on p. 225 that the tube and an ovary may easUy 
get into a hernial sac. As in hydrocele of the round ligament, a diver- 
ticulum of the peritoneum forms, into which the ovary and the tube may 
drop or be drawn. Inasmuch as in the foetus the ovaries and the tubes 
ure situated very high, above the pelvic inlet, these hemisa arise in foetal 
life. An inguinal hernia of the ovary is not rare. Much less frequently 
have crural hernise, or descensus of the ovaries through the vascular open- 
ing of the obturator membrane and through the major sciatic notch, been 
observed. 

Should the ovary lie in a hernial sac, it may, by swelling during men- 
struation, provoke pain. Should it degenerate into a tumor, the increas- 
ing growth wiU likewise cause distress. Careful examination must 
demonstrate, first, that the ovary is missing at its physiological seat; 
second, that the round body palpable in the inguinal hernia is the ovary. 
By sounding and moving the uterus, by bimanual palpation of the pel- 
vis, the correct diagnosis will be arrived at. Should it cause distress, 
the ovary is to be removed operatively. Should it be merely inflamed 
or suppurating, it is to be treated antiphlogistically or the absoess opened 
oxternally. 

Under the name of accessory ovaries have been described small i^ 
pendages consisting of ovarian stroma, either attached to the ovary by a 
ehort pedicle or separated from it merely by a slight constriction. Super- 
numerary ovaries are very rare; in a few cases two ovaries were found 
on one side, or else the third ovary may be behind or in front of the 
uterus. 
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B. Ihflahkatiok of the oyabibs. 

Acute injlammationy sapparation, and 8of tening of the ovariea ooeur 
in the paerperiumy usually as a concomitaiife phenomenon in septio or at 
least exadatire peritonitis. Outside of the puerperium, acute odphoritis 
likewise appears as a partial manifestation of an acute febrile general 
disease. 

Slayiansky found that, in acute infectious diseases and in peritonitis 
ia the environment of the ovaries, the follicles inflame; in the former 
ease, the primordiaU ftnd in the latter, the ripe follicles. Both the cells 
of the membrana granulosa and the ova disint^rate; the theca foUiouli 
likewise participates in the inflammation. The pracij^callj important 
result may be the loss of all the follicdes and hence sterility. Slaviinsky 
calle this the parenchymatous form of oophoritis, and by interstitiid 
oophoritis he understands an inflammation or infiltration of theconnec- 
tire-tissue stroma^ such as leads, for instance in the puerperium, to com- 
{dete suppuration. Older authors understand by parenchyoiatous oopho* 
ritis an inflammation of the entire ovary, and separate therefrom an 
inflammation of the follicles — the parenchymatous inflammation of 
Slavii&nsky. 

In the interstitial form, of course, cures with cicatricial contraction 
as well as suppuration are possible. Patho-anatomical results are also on 
reoofd which indicate both processes. Thus quite atrophic ovaries have 
been found imbedded in peritonitic adhesions. 

In the interstitial form, as in the puerperium, the ovaiy may sup- 
purate. As the fact that such ovarian abscesses perforate into the bladder 
hat been described as especially characteristic, I would point to the un- 
certainty of the diagnosis in general. It will hardly be possible to com- 
pletely relinquish the suspicion that these cases were parametritio or 
perimetritic exudations. However, even a small ovarian cyst may sup* 
purate under the influence of puerperal infection or peritonitis. 

The treatment of acute odphoritis is that of acute pelvic peritonitis. 
There is no method of treatment having a direct influence on the 
ovariesi 

Chronic odphoritis is often assumed in a condition which equally 
admits of the diagnosis of perimetritis. When we feel the somewhat 
enlarged ovaries, with concomitant irritability of the ovaries and their 
surroundings, we justly assume that this enlargement and irritability are 
referable to inflammation. We regard as the anatomical final result of 
chronic odphoritis an atrophic condition — the granular atrophy in which, 
like the liver in hepatic cirrhosis, the ovary is contracted and indurated. 
Hypertrophy of the ovaries may also be induced; in this the hyperplasia 
of the intersitial part is particularly obvious. Very often the ovaries are 
dislocated in this condition, so frequently that dislocation of the ovcniee 
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has been desoribed as a disease per se. Shonld the ovaries be displaced 
backward in retroflexion of the uterus, they usually lie laterally adoiw the 
uterus, in the same manner that they otherwise lie laterally behind the 
uterus. Not till after the reposition of the uterus, therefore, are one or 
both ovaries often felt laterally behind the uterus in the fossa of Dou- 
glas. Through the thin yagimd wall even cicatrices and isolated irregu- 
larities on the surface of the ovary can be detected with surprising 
distinctness. According to our preceding explanations, the ovary, if 
situated between the rectum and uterus, must injure the peritoneum. 
Thus are caused losses of endothelium of the peritoneum, agglutinations, 
and permanent adhesions. 

The ovary m^y, by its weight alone, get into the fossa of Douglas, even 
if the uterus be normally situated. That the weight is the factor of 
etiological importance is shown by the elevation of the ovary with grad- 
ual diminution. 

The aymptwne of chronic oophoritis consists in pains during coition^ 
defecation, and violent movements. The fact that menstrual anomalies 
are likewise frequently present particularly points to changes in the ova- 
rian parenchyma. The coursey in the presence of firm adhesions, is 
chronic Not rarely, however, it is observed that, under appropriate 
treatment, the ovaries resume their normal position with the disappear- 
ance of all symptoms. Still, numerous hysterical phenomena, reflex 
neuroses, etc., may gradually ensue, so that the case becomes less favor- 
able. 

The diagnosis should be made only when the enlarged ovaries are 
felt. If they lie in the fossa of Douglas, they might be mistaken for 
hard fecal masses. The compressibility of the intestinal contents, 
as well as their disappearance after an enema, confirms the diagnosis. 

Furthermore, the differential diagnosis from remnants of exudations 
or hsematoceles is often impossible. In such cases it is necessary to search 
for the ovary at its normal site. It may be felt — by no means always — at 
the upper angle of the uterus, with two fingers, by counterpressure from 
without. The entire lateral margin of the uterus as far as the linea in- 
nominata is subjected to conjoined palpation. Thus the cylindrical, 
movable ovary is generally got between the fingers. The ovary escapes 
from between the finger-tips, when healthy is not sensitive to pressure, 
and nothing else can easily be mistaken for it, on account of its form, 
consistence, and mobility. However, should it be impossible to feel the 
ovary with certainty, owing to the rigidity of the abdominal coverings, 
not even the result of the treatment will settle the diagnosis of a small 
tumor of the fossa of Douglas. For just as a heavy, prolapsed ovary 
elevates itself, so does an exudation disappear under appropriate treat- 
ment 

Other tumors do not enter into the question, simply on account of 
their size. 
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Tho treatment is that of perimetritis (comp. p. 287). Easy defeoa- 
tion should especially be provided for. Abstraction of blood proves like- 
wise advantageous. 'Should no treatment be successful, and should the 
reflex neuroses or hysterical affections referable to the ovarian disease 
urgently demand a change of the condition, nothing will remain but 
castration. Owing to the, at best, not inconsiderable danger of that 
operation, it would have to be carefully determined in every case whether 
the conditions justify a hazardous procedure. Inconsiderate, hasty action 
is to be earnestly cautioned against. It may happen that the ovaries are 
80 placed that their removal is impossible* Hence Hegar justly demanded 
that the ovaries should be felt previous to the operation. 

If castration is to be done, it is performed from the abdomen. After 
the abdominal cavity is opened, the ovary is seized, ligated, and out off 
with the scissors. The operation may be exceedingly simple, but also 
enormously difficult. The latter is the case in nulliparae with firm ab- 
dominal coverings and where there are T>erimetritio adhesions. 

0. H2EMAT0MA OF THB OVABY. 

A hemorrhage may occur into the ovarian tissue, and the blood-qyst 
thus formed may rupture. In this way an intraperitoneal hemorrhage 
arises — a hsBmatocele. But haamatomata of the ovary also occur in which 
that organ is enlarged to a diameter of five to eight centimetres. 
Although these hemorrhages at times are connected with general diseases 
(Bright's disease, scurvy, typhoid fever), they are difficult of explanation 
in other cases. Schultze found a hematoma at the dissection of a new- 
bom child. 

In some cases a vicariating hemorrhage may be assumed in dysmeuor- 
rhoea. For instance, I performed castration for excessive dysmenorrhoea 
and metorrhagia with fibroma of the uterus. In one ovary were found 
two cysts with bloody contents, the other ovary was changed to a hssma- 
toma; on both sides hsdmatosalpinx and atresia of the tubes by pseudo- 
ligaments existed. The patient died. The uterus contained two myo- 
mata, was of stony hardness, and its cavity was so compressed that barely 
a thin sound could enter it 

There are no symptoms peculiar to hssmatoma. The terminus probably 
is usually atrophy, recovery, and acquired sterility. In a few such cases 
it appeared noteworthy to me that the menopause set in prematurely with 
the atrophy. 

The diagnosis, during life, could be formed only if the rapid occur- 
rence, and especially the gradual atrophy of the cyst, were observed* In 
the differential diagnosis, extra-uterine pregnancy particularly enters 
into the consideration. Especially the fact that, with the formation of 
a hflsmatoma, atrophy, and cessation of the ovarian function, a dysmenor- 
rhoea may disappear, makes the prognosis seem j^ot imfavorable. 
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D. New-Formations op the Ovaries. 

The ovary consists of a glandular parenchyma-^the follicles — and a 
purely connective-tissae stroma surrounding them, in which hlood and 
lymph vessels and nerves extend. The larger surface of the organ is 
covered with germinal epithelium, genetically the same as the epithe- 
lium forming the ova. Perhaps the inter-connection with the parova- 
rium is effected in such a manner that the germinal epithelium furnishes 
merely the ovum for the Graafian follicle, while the granulosa cells are 
derived from the parovarium. At all events, the latter may be followed 
into the hilus of the ovary. The hilus, or the lower, smaller half of the 
ovary, is implanted into the peritoneum (comp. Fig. 6, p. 7). The 
various tissues produce the new-formations characteiistio of them, te 
which are superadded mixed tumors and abnormalities. 

We distinguish therefore: 

1. Simple retention cysts. Follicular dropsy. 

2. Epithelial tumors, derived from the glandular or germinal epithe- 
lium (granulosa cells): 

Cystic cylindro-cellular adenoma, to wit: glandular and papillary 
tumors. Garoinomata. 

3. Tumors derived from the connective tissue: fibroma, saxeoma^ 
angiiHua, etc. 

4. Dermoid tumors. 

1. Drbpsy of the Oraafian Follicle; Hydrops FoUicularii. 

Physiologically every Oraafian follicle is a small cyst. Menstrual con- 
gestion causes this cyst to swell and to rupture. Bindfleisch correctly 
pointi out that simple* diffusion does not explain this process. He 
assumes that the cells of the membrana granulosa physiologically form 
some expansible colloid material which, swelling under the influence of 
menstrual congestion, causes the follicles to rupture. Pathological ab- 
sence of this material or its superabundance produces tumors. Thus, 
in the absence of this material, the granulosa cells secrete fluid, but no 
expansible material; consequently the follicle, though gradually enlarg- 
ing, does not rupture. The final result is a retention cyst with serous 
contents — dropsy of the Oraafian follicle. 

Scanaoni has attempted a similar explanation by assuming imperfect 
congestion to be the cause of the non-rupture of the follicle, and refer- 
ring this imperfect congestion to general hydrasmia. Other authors plainly 
speak of a catarrh of the Oraafian follicle. Perhaps also an irritation 
from without, for instance, neighboring peritonitis, effects the cyst-for- 
mation, or the development of membranes prevents the rupture of an 
otherwise healtiiy follicle. Bokitansky has demonstrated that even after 
the rupture of the follicle during ovulation it may dose again and then 
develop into a cyst. ' ^ 
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AssQining the cells of the membrana granulosa to be derived from the 
paroTarinm^ dropsy of the Graafian follicle would be genetically the same 
as a paroTarian cyst. Li favor of this view are the similar contents. 

Small cysts have been found even in the foetal ovary, and in later life 
they are extraordinarily frequent. Sometimes they form an agglomera* 
tion of several small and large cysts. In the small ones we still find 
the ova — a fact directly in proof of their origin from Graafian folli- 
cles. Very rarely the cysts reach a considerable size, up to that of a 
man's head. They have very thin walls and are often ruptured acci- 
dentally, for instance, during laparotomies. The ovarian tissue between 
them is normal, menstruation and pregnancy occurring. When the 
pathological process takes place in many Graafian follicles, a larger, mul- 
tilocular abdominal tumor may arise. These cysts of course are benign, 
and it is not improbable that spontaneous cure occurs very frequently by 
rupture. The latter is to be referred to accidental trauma or the increas- 
ing internal pressure. 

2. Cystomata : Adenoma, Papilloma, and the Carcinomata. 

During the development of the ovary the ova form from the germinal 
epithelium covering the surface and extending into the stroma of the 
ovary. From this germinal epithelium, really a mucous epithelium, are 
also derived the cells of the membrana granulosa, which indeed, accord- 
ing to a different view, are formed from the medullary cords extending 
from the parovarium into the hilus. Should an " ovum-tube ^ or the 
epithelium derived from the medullary cords fail to reach the physiolog- 
ical development, it changes pathologically into a tumor, perhaps by the 
stimulus of an irritation. The cylindrical epithelium and its matrix 
develop into an atypical glandular formation covered with cylindrical epi- 
thelium. Accordingly, all ovarian cystomata would have to be referred 
to a faulty foetal development of the ovary. 

Other authors, basing on observations, assume that incomplete glan- 
dular tubes form also in later age, and degenerate into tumors. Lastly, 
however, it is by no means proved that a completed Graafian follicle can- 
not likewise change into an adenoma. 

The essential feature of these tumors, therefore, is the atypical pro- 
liferation of the cylindrical epithelium; the soil on which the epitheliuni 
arises will obviou^y grow too, so that larger, quite irregular adenomata 
and piq>illomata develop. A separation of the two species is impossible. 
Should — a very rare occurrence— the growth start from the superficial 
germinal epithelium, paptllomata sessile upon the ovary will arise. 
Should the growth commence in the ovarian stroma, cystomata iq>pear; 
and should the source from which the development of tbe tumor springs 
be situated quite deeply, in the hilus, the papillomatous masses prolifer- 
ate downward into the pelvic connective tissue as well as upward into the 
<mury. The first form, the papilloma upon the surfaoe of the ovary, is 
20 
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very rare. Nor does it spring from the internal wall of a small ruptured 
or perforated cyst, but as clearly takes its origin from the ovary as does 
a cauliflower excrescence from the yaginal portion. As the superficial 
germinal epithelium is the same as that in the ovary, this origin presents 
nothing wonderful. It is strange that the superficial papillomata are 
decidedly malignant. They incite the peritoneum to exudation, and 
themselves secrete fluid. They infect the peritoneum by detached epi- 
thelia forming secondary papillomata on the peritoneum, and frequently 
degenerate into carcinoma. The second form, the adenoma or papilloma 
arising within the ovary, usually forms a cystic tumor and is the most fre- 
quent new-formation of the ovary. These cystomata are very multiform. 
In the first place, there are unquestionably large, perfectly unilocular 
cysts with colloid contents. The epithelium may cover the wall as asin- 




FxQ. 151.— Schematio diagram of the relations of j^rowth of an orarian cystoma. 

a, Superficial cylindrical epithelium; b, connective- tissue cyst-wall; c, superficial germinal 
epithelium ; l^ a protrusion of the cyst-wall in form of a gland, produced by the adenomatous pro- 
liferation of the epithelium; cZ, vessels; e, h, two cysts formed by adhesion of papiUse, colloid de- 
generation of the epithelia, incipient atrophy by pressure of the septum producing a single cyst; 
^, glandular projection outward, forming a very thin-walled small secondary cyst adjoining tbe 
main cyRt; i, epitiielial indentations simulating uterine glands. At hy conunencing coUoid degen- 
eration of the epithelium with consequent cyst-formation. At fc, an extensive papillomatous pro- 
liferation has perforated the cyst- wall, so that one portion of the proliferating papilla, n, lies stffl 
within the cyst, while the other portion, o, has proliferated outward; m, two papillas growing one 
toward the other, agglutination, incipient cyst-formation. 

gle-layered cylindrical epithelium, or express the energy of its growth by 
universal indentations resembling uterine glands (Pig. 151, i). But 
should the growth of the wall and of the contents or the epithelium not 
proceed pari passu, the surface of the cyst, as it were, does not suffice 
for the epithelium formation, the epithelium proliferates inward, and 
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outward too; but more rarely in the latter direction, for the thick cyst- 
wall must here be first perforated. More frequently the epithelium, 
dragging along its matrix, forms lower and higher ti*ee-like anastomoses 
(Fig. 151, meh,no); they may proliferate through the entire cyst papillo- 
matously, or be merely attached to the internal surface in the form of a 
few low protuberances. In the development of these excrescences the 
single portions so appose themselves as to form closed spaces behind them 
(Pig. 151, m). Or else, the excrescence covers and occludes some 
of the above-described glandular formations; or, with great internal 
pressure in the cyst, the epithelia grow more toward the outside into 
the cyst- wall, where they often plainly represent acinous glands (Fig. 
151, /). In all cases, of course, the epithelium investing a closed space se- 
cretes or degenerates exactly like that covering the surface of the papillao. 
Should the secretion or the product of degeneration — the colloid — ^be 
profuse, the inclosed space must becoms spherical, hence, as it were, 
forming a new cyst within the old or in the wall of the mother cyst. 
Should such a retention cyst arise more in the depth of the cyst- 
wall, the latter may be thinned toward the outside so that a quite thin- 
walled translucent cyst externally adjoins (Fig. 151, g) the otherwise 
thick-walled cyst a be. In general colloid degeneration, moreover, the 
single glandular epithelia disappear, so that at the spot where they origi- 
nally extended into the cyst- wall nothing remains finally but a small lump 
of colloid — a minimal colloid cyst. According to the predominance of 
the formation of papillao extending inward, or the production of glands, 
these new-formations, according to Waldeyer, have been called papillary 
or glandular cystoma. If the papillary excrescences arise with the first 
development and interlace extensively, the entire tumor becomes more 
firm, solid, microcystic, multilocular. Siiould but few larger, secondary 
cysts arise, during their agglutination within a larger cyst the^ septa 
may atrophy (Fig. 151, eh); then one secondary cyst opensinto the other, 
the contents mingle. Fragments of the septa, as well as vessels coursing 
within them, persist. All the conditions combine. In some cases, we 
find a large unilocular cyst, and, at a single spot only, a few papillomat- 
ous proliferations. In otlier cases again, there is a confused mixture of 
larger and smaller, ruptured and closed secondary cysts, with various 
metamorphoses of their contents. 

In order to elucidate these conditions I have introduced Fig. 151, on 
p. 306, which is intended to be schematic merely. 

The size of the entire cystoma may far exceed that of the uterus near 
term. As to the shape of the cysts, the smallest and the largest are 
usually round or ovoid and regular. Those ranging in size between that 
of the uterus in the fourth mouth and that of the largest cysts, exhibit 
more irregular forms. We can often distinguish, particularly, two larger 
cysts which, however, are intimately connected by an extensive surface. 
Bilateral disease is very frequent 
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While the tumors thas far described arise within the oyary and hence 
are situated intraperitoneally, an extraperitoneal location likewise occurs. 
This is especially the case in tumors of a papillomatous character. These 
tumors perhaps spring from the parovarian segment of the ovary, ♦. «., 
near the hilus, in that part of the ovary which lies within its peritoneal 
insertion. They represent the third form of the adenomata or papillo- 
mata. The discovery of vibratile epithelium in these tumors made their 
parovarian origin appear probable to Olshausen. However, vibratile 
epithelium is now and then found in all ovarian tumors. Pathognomonic 
of these tumors is an especially malignant character, due to the manner 
of their growth. Usually they arise bilaterally, proliferate downwM^ 
and lie so close to the uterus and extend so deeply into the pelvic eonneo- 
tive tissue that their removal is often quite impossible (comp. below). 

Oystomata contain very different fluids. The color is usually grayish^ 
becomes yellowish by the admixture of pus, and by the admixture of 
blood brown or dirty greenish. The consistence is equally variable. 
We find quite glass-like, firm, tough gelatin which must be torn out 
by the hand, but more frequently the contents are fluid and escape 
through a trocar. In the multilocular form, thin and thick fluid may be 
present in the same tumor. Quite watery fluid is found in parovarian 
cysts and in dropsy of the Graafian follicle. The tough colloid masses 
consist of the cell-contents of the epithelial cells of the inner surface 
which have changed into colloid. 

Carcinomata likewise belong among the tumors springing from the 
epithelial formations of the ovary. They may arise as carcinomatous de- 
generation in the papillomata described on p. 305. They then infect the 
peritoneum and lead to ascites. The ascitic fluid is derived partly from 
the secretion of the tumor, partly it is peritonitio serous fluid which 
remains unabsorbed on account of disease of peritoneunu 

In some of these carcinomata were found peculiar inorganic bodies solu- 
ble in acids; therefore they were called psammous carcinomata. In the 
same way carcinomata form in the adenomatous cysts discussed sub d. 
How near these adenomata or cystic papillomata are to carcinoma is 
proved, outside of this degeneration, by a case of Klebtf in which a caret- 
noma grew in the remnant of a cyst left after ovariotomy. Oarcinoma was 
observed also in a dermoid cyst (comp. below). Besides, ovarian carci- 
noma proper occurs in two forms; first, as a parenchymatous diffuse 
cancer which enlarges the ovary considerably, but leaves it its fornh In 
these oases were found the various species of cancer — scirrhous, medullary, 
and colloid, or a combination of the latter two. And, second, as a dis- 
tinctly glandular carcinoma which, as it were, eats up the ovary and 
represents a slightly uneven tumor of rapid growth. 

It is peculiar that ovarian carcinoma frequently occurs bilaterally and 
at a very early age. 
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3. Tumors of the Ovarian Connective Tissue, Fibrotna, Sarcoma, etc. 

As the oyarian stroma contains no mnscular fibres, mjomata could 
not possibly be observed. Should they be reported nevertheless, the 
mistake is caused by a subperitoneal uterine myoma having migrated into 
the region of the ovary. Even if the ovary is completely absent and its 
place clearly occupied by a myoma, it will be impossible to assume an 
ovarian myoma with certainty, for the snai-ed ovary may be absorbed 
and the uterine myoma may have separated from the uterus. 

Also regarding j$iroma/a of the ovary there is little unanimity among 
authors. By some, '^ fibromata " are described which are no new-forma- 
tions in the ordinary sense of the term, at any rate no distinct tumors, but 
merely hypertrophies of the stroma; other '^ fibromata" are better desig- 
nated by the name of sarcoma or fibro-sarcoma. Without, however, 
entering into critical explanations, we shall reproduce the views to be 
found among the majority of observers. 

Under the name of fibromata have been described hyperplasis of the 
connective tissue which, in some caseg, are to be considered cicatricial 
residues of puerperal processes. The ovary becomes enlarged by this 
new-formation of connective tissue. In especially characteristic cases, all 
the follicles have fallen a prey to the cicatricial formation, owing to 
which fact, of course, sterility exists. The inflammatory origin is indi- 
cated by the frequent complication with residues of a pelvic peritonitis. 
Some authors also describe small fibromata which they traoe back to a 
corpus luteum. The demonstration of the follicular nkembrane as the 
limit of the tumor supported this interpretation. In other cases, though 
an incapsulated fibroma cannot be demonstrated, still a certain spot is 
found in the ovary which represents a small connective-tissse tumor. 
Here, too, the remaining portion shows inflammatory alteration, both by 
deposits upon the ovary and by chronic inflammatory processes within. 
Exceptionally, a few very large fibromata of from four and a half to 
thirty kilograms (ten to sixty-six pounds) have been described. la the 
larger fibromata greatly dilated vessels are found. Also cysts — softening 
cysts with fatty diffluent contents and smooth-walled cysts with serous 
contents (probably dilated follicles) — have been observed; in the latter, 
low cylindrical epithelium was likewise found. These larger tumors 
may c^ftloify, both at the centre and on the surface. Of course, in such 
a case especially careful examination must be made, so as to disarm the 
suspicion that we are perhaps dealing with an ill-nourished, calcified, sub- 
peritoneal myoma separated from the uterus. 

The sarcomaia of the ovary are usually spindle-celled sarcomata and 
to some extent are closely related to the fibroma or the simple hyperplasia 
of the ovarian stroma. In proportion as these tumors grow, the Graafian 
follicles disappear, but the latter may persist both in the primary form 
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and change into cysts. In that event tnmors arise which anatomically 
should be designated cysto-sarcoma. Processes of softening, especially 
fatty degeneration, lead to breaking down and cyst-formation. Should 
a vessel be implicated in this process, it may become thrombosed or be 
opened. In the latter case hemorrhage occurs into the tumor. The cyst 
may also rupture, so that the blood escapes into the peritoneal cavity. 

Bound-celled sarcoma is found more rarely than spindle-celled, bat 
cases are on record of pure round-celled sarcoma as well as of that form 
mixed with spindle-celled sarcoma. Mixed types approaching carcinoma 
have also been observed, like a tumor designated by Spiegelberg as 
" hemorrhagic carcinomatous myxosarcoma.*' 

Should the Graafian follicles participate in the enlargement of the 
tumor not merely passively, but actively, by proliferating idiopathically, 
such a tumor is to be denominated adeno-sarcoma. The latter form 
seems to lead to the formation of metastases more easily than the firmer 
forms of sarcoma. Metastases have been described in the pleura, the 
peritoneum, and the rectum. 

The occurrence of these tumors has been observed at every age. Even 
congenital ovarian sarcomata have been described. Sarcoma does not by 
any means appear to occur more frequently bilaterally than unilaterally. 
Ordinarily these tumors are not larger than a man's head, often smaller. 
Pronouncedly cystic formations or combinations with adenomatous forms 
reach an enormous size. 

Besides the species of tumor described, we find mention of cases of 
tuberculosis, one case of enchondroma and angioma of the ovary. 

4. Dermoids of the Ovary. 

The dermoid is a tumor containing constituents of the cutaneous 
organ, inclosed within internal organs. Formerly, dermoids of the ovary 
were explained as the remains of an ovarian pregnancy. Then, also, a 
kind of parthogenesis was believed in. The hypothesis was set up, that 
there was a formative energy peculiar to the ovary which led to the par- 
tial or incomplete development of an ovum. Especially the fact that 
nerve substance was likewise demonstrated caused the simple explanation 
of inclusion of small portions of the cutaneous organ to appear insufli- 
cient. But since His has demonstrated that the primitive trace of the ger- 
minal gland forms from the axis cord, in the genesis of which the upper 
germinal plate also participates, it is not to be wondered at that consti- 
tuents of all germinal j)lates may be found in the ovary. Therefore, 
every dermoid cyst is congenital, and statistics computing their frequency 
at various ages are obviously nonsensical. On the other hand, it cannot 
be denied that dermoid cysts may enlarge only with the beginning of 
menstruation so as to cause symptoms and lead to their detection. 

Ovarian dermoids are usually smooth- walled cysts with a bunch of 
hair which is no longer attached to the skin, and filled with an athero- 
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matons mass, u e., a lamp of fab. The lafcter, perhaps, has congealed 
only in the cold preparation taken from the cadaver. In many Ciises the 
hair is inserted into the skin. Plates of bone are also found; they not 
rarely bear teeth. Their frequently enormous quantity (three hundred) 
proves that teething proceeds continuously. A preparation has been 
described in which was found a deciduous tooth half detached, and a 
second one growing beneath it. Gray nerve substance has also been 
demonstrated in dermoid C3rst8, as well as smooth, but never striated 
muscular fibre. 

The wall of the dermoid may calcify, or it may thin and soften so 
that the contents are effused into the abdominal cavity. Suppuration 
and hemorrhage also occur within the cyst proper. In still other cases, 
further neoplastic processes take place in the cyst- wall. Small cysts in 
the wall have been described as retention cysts of the sudoriparous and 
sebaceous glands, and carcinomata springing from these glands. Thus 
mixed tumors are produced which are difficult to interpret. This is also 
the case when in one ovary a cystic cylindro-cellular adenoma and a der- 
moid cyst are simultaneously present. 

The Relation of Ovarian Tumors to the Neighborhood; Pedicle, Growth, 
Adhesions, Metam^phoses in the Turner, Rupture of Cysts. 

As the ovary projects free into the abdominal cavity, a tumor devel- 
oping in the ovary must likewise do so. Unfortunately we possess no 
investigations which determine the type of the peritoneal limit on ovarian 
tumors. Should a tumor arise from a Graafian follicle, or at least from 
an incipient Graafian follicle, the whole tumor will be covered with ger- 
minal epithelium. But should the ovary be inserted more deeply into 
the broad ligament than is usual (Freund); should the tumor form from 
the parovarian segment at the ovary, the medullary strands; or should, 
perhaps, one of Pfiuger's tubes extend too deeply, the developing tumor 
will be intraligamentous in situation. 

In ovarian tumors arising in the intraperitoneal part, the tumor must 
be connected with the uterus or the broad ligament in the same way as 
the normal ovary. The connection between the tumor and the pelvic 
organs, the pedicle, hence will be composed of the ovarian ligament, the 
broad ligament, and the tube. 

Traction of the heavy tumor, sinking first posteriorly, then anteriorly, 
stretches and lengthens the ovarian ligament. The tube is drawn toward 
and above the tumor and lies close to it, being attached by the greatly 
elongatiBd but narrowed ala vespertilionis. At times, too, the ala vesper- 
tilionis is altogether lost, so that the tube, thickened, injected, and 
materially elongated, lies immediately upon the tumor. 

Therefore, when the tumor is lifted out, the " pedicle '* is formed of 
the broad ligament in which are seen the two thicker cords, the tube 
and the round ligament; between them the broad ligament is so thin 
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that a thread of the ligature can be forced through it with a blunt in- 
strument. Should the tumor not grow downward at all, but altogether 
intraperitoneally, the pedicle at times becomes five to ten centimetres 
long, can be easily constricted with a thread and in that condition is 
barely as thick as a lead-penciL 

In other cases, however, the tumor also grows eztraperitoneally, 
namely, at first immediately approaches the uterus between the layers of 
the broad ligament. On lifting out the tapped and emptied cyst, the 
'^ pedicle ^' is formed by the end of the cyst In these cases the uterus 
is displaced laterally and elevated; it may even, like the tube, be pulled 
toward the tumor and be drawn out, i. ^, elongated. A ligature placed 
ever so deeply or close to the uterus around the pedicle includes the 
lowest segment of the oyst-wall. Then w% have " a thick pedicle,'' and 
a portion of the cyst remains below the ligature, but it usually atrophies 
and disappears, cure being perfect 

Large vessels are not always found in the pedicle; often we are even 
surprised to see but few nutrkmt vessds in the thin pedide — a proof that 
the enlargement arose from coUoid defeneration of the epithelia, from 
passive expansion. On the other hand, again, band-like veins, one cen- 
timetre broad, run toward and into the cyst- wall. 

Should the tumor, for reasons above given, grow still more extraperU 
toneally, downward into the broad ligament, the latter becomes unfolded. 
The tumor extends into the pelvic connective tissue according to the 
laws governing perimetritic exudations. Thus the tumor, displacing the 
bladder, reaches the abdominal wall in front, like a puerperal parametritic 
infiltration (comp. p. 267). Should laparatemy be performed in this 
case, no peritoneum will be found in front, because the tumor, growing 
upward, inserted itseU between it and the abdominal walL At the pos- 
terior side of the pelvis the tumor also gets beneath the peritoneum. In 
rai^ cases the rectum is displaced by the tumor. The sigmoid flexure, 
or the c»cnm with the vermiform appendix, lies upon the tumor whidi, 
therefore, has grown behind these organs. The tumor may even press 
the mesentery apart, having thus a knuckle of small intestine above 
it, and the unfolded mesentery surrounding the extraperiteneal tumor. 

Special difficulties are caused by tumors developing partly itUraperi" 
toneally f partly extraperitoneally. Here the dilated ring of the ovarian 
peritoneal appendix divides the tumor into two, generally unequal 
halves. Of course, the subperitoneal part of the tumor greaUy elevates 
the broad ligament — ^the constricting ring of which causes a sort of stric- 
ture in the tumor. 

Ovarian tumors extending free into the peritoneal cavity must, follow- 
ing the law of gravity, assume different positions recalling the disloca- 
tions of the pregnant uterus in retroflexion. In the first place, every 
ovarisEn tumor, provided the ovary in question was not previously adhe- 
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rent in front, will lie at the side of the fossa of Donglas. Should the 
tumor grow larger, it will not have room enough in the pelvis and will 
fall OTer in front, usually without symptoms, like a spontaneously 
replaced retroflexed uterus. In the erect posture, therefore, the tumor 
will seek its support at the anterior abdominal wall. Thereby the pedi- 
cle is stretched and elongated. The upper surface of the tumor comes 
to be in front The tumor turns a quarter of a circle; the uterus, for- 
merly in front of the tumor, is now crowded backward. Therefore the 
connection between uterus and tumor must turn backward at the uterus, 
forward at the tumor. A spiral is formed. Should the tumor grow 
irregularly, for instance, should the posterior upper quadrant develop 
most strongly, the tumor in its forward flexion will have to turn its 
upper surface still farther forward. When the patient lies down, the 
tumor would have to become retroverted. But if the pedicle is long 
drawn out and the tumor greatly flexed forward, the intestines lying 
upon the tumor and the intra-abdominal pressure prevent its resump- 
tion of the former backward flexion and hence it giravitates laterally 
and backward beneath the pedicle, producing torsion of the latter. 
When the pati^it rises again, the tumor drops forward as before, and 
subsequently repeats its backward turn beneath the pedicle. In this 
way several torsions may be added to the first, thus completely twisting 
ibe i)edicle together. Of course, the process will be possible only with 
small and firm cysts, because those with flaccid walls may lie in any posi& 
tion, and in them the fluid rather than the tumor changes its place. 
Moreover, the pedide must be long and thin, otherwise it will not twist. « 
Therefore, torsion of the pedicle is observed with special frequency in 
firm tumors, e. g,y dermoid cysts, and those with thin and long pedi- 
cles. 

Torsum of the pedicle has different consequences: first, it may cut off 
the supply of nourishment, so that the cyst atrophies. Such atrophied 
cysts have been found at autopsies. In other cases, the sudden occur- 
rence of torsion may cause immediate death of the tumcHr, and this again, 
sloughing, softenings rupture of the cyst, and fatal peritonitis. Or else, 
the torsion is more gradual; then the thin-walled veins are oompressed, 
but not the arteries. Phenomena of congestion appear in the tumor — it 
may enlarge suddenly; soften oedematously, or a hemorrhage may take 
plaee into its mass. 

Should no torsion ensue, and the tumor continue to grow into the 
abdominal cavity, it will lie close to the abdominal wall like the preg- 
nant uterus. Flaccid unilocular cysts lie in the peritoneum like ascites. 
Tumors consisting of two large cysts may lie more across the abdomen, 
like the pregnant uterus in transverse position. In very large cysts, 
the abdomen is universally expanded in front, the ribs and the xiphoid 
process are bent outward. 
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Large, and especially hard, firm tumors are nearly always adhertni 
at yarions points. Shoald the saperficial epitheliam of the ovary be 
lost, adhesion to the peritoneum will be easily effected by an inflammatory 
traumatic process. The tumor may adhere by a large superficial extent to 
the parietal peritoneum in front Adhesions are also often obsenred to the 
spleen, liver, the intestines, and the omentum. Should two cysts grow, 
whether one from each ovary or both from one ovary, they may fasten 
the omentum between them. 

Superficial adhesions at times are so loose that they may be separated 
like the placenta from the uterus, but very firm superficial adhesions also 
occur, and still firmer cord-like adhesions which can only be severed 
with knife or scissors. 

Of pathological alterations in the tumor, we have already become 
familiar with congestion and hemorrhage during torsion of the pedicle. 
Other causes may likewise incite hemorrhage into the tumor, like 
destruction of the septa (comp. p. 306), during which a vessel coursing 
through the wall may be ruptui'ed. Or if it should remain intact for 
the present, it will be torn during the subsequent expansion of the cyst 
which lengthens the distance between its starting-point and its terminus. 
The anatomical proofs of such vascular remnants have been repeatedly 
demonstrated with sanguineous cyst-contents. Finally, hemorrhages into 
*the cyst occur also after tapping. It will be impossible to dedde 
whether the hemorrhage came from a wounded vessel or ensued in con- 
sequence of the horror vacui, after the removal of the glandular con- 
tents, when the cyst dilated through the elasticity of its walL 

Moreover, a cyst may suppurate or slouch. Nowadays, we shall not 
be surprised if this occurs after puncture. Even a Pravaz syringe may 
carry enough infectious material into the tumor to cause decomposition 
of the cyst-contents. Another cause, torsion, has been mentioned above. 
Also intestinal adhesion, inflammation, perforation, and entry of intes- 
tinal contents into the cyst lead to sloughing. In some cases, sloughing 
has occurred quite spontaneously. Not rarely whitish flakes are found 
m the cyst-contents, which under the microscope prove to be pus. 

Easier of explanation than this spontaneous pus-formation are a 
number of more regressive processes occurring in the cyst- wall. Thus, 
with or without torsion of the pedicle, we find, in the cyst-wall as well 
as on its inner surface, concrements of lime which, when the hand is 
passed along, are not rarely demonstrated as fine granules. Fatty tneta- 
morphosis of the cyst- wall also occurs; this leads to spontaneous rupture. 
The epithelium of the cyst, likewise, not rarely undergoes fatty degen- 
eration; in the fluid obtained by tapping, we find both single fatty celU 
and larger portions of epithelium, still attached to its base, undergoing 
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fatty degeneration. Still more freqaently smaller and larger portions of 
the epithelium show colloid degeneration^ enlargement, distention. On 
careful microscopical examination of the epithelium of an entire ag- 
glomeration of cysts, we &uA beautiful cylindrical, cuboidal, and flat- 
tened (by centrifugal pressure) epithelium; also, in the same cyst, 
epithelium in total fatty and colloid degeneration. 

Softening of the cyst-wall may here and there be connected with 
fatty degeneration, but if the entire cyst is so soft that every attempt to 
loosen adhesions tears the wall, it is usually in a state of inflammatioh or 
infiltration. This is not meant to imply that there arc not also unchanged 
cysts which in some places are so thin that it ^s impossible to lift them 
ont without rupturing some of the single cysts. 

Not only a preceding softening or inflammation or perforation of the 
cyst-wall by penetrating papillomatous proliferation leads to escape of 
the cyst-contents into the abdominal cavity, but also an actual rupture 
of the cyst. This usually is the consequence of a traumd. Of course, 
the disposition to rupture will be caused by the above-described condi- 
tions. On the other hand, a very thick-walled firm cyst may rupture in 
consequence of a trauma, as I have witnessed in one case. The patient 
had fallen down-stairs. 

The cyst may also rupture into the rectum. This is occasionally the 
case in smaller cysts adherent in the fossa of Douglas. The small 
intestine may also become agglutinated and the perforation take place 
into it. The cyst-contents were even evacuated into the stomach, were 
vomited, and the tumor disappeared. Very rarely the tumor opens into 
the bladder, vagina, or upon the external skin. If the latter, the most 
frequent point is through the umbilical ring. If ascites complicates, the 
umbilicus is not rarely protruded by it in the shape of a bladder. 

Very difficult to explain are those cases in which the fimbrisB of the 
tube become attached to the tumor in such a way as to cover the point 
of rupture. Then the cyst-contents escape outward through the tube 
and uterus. This happens both spontaneously and after physical exer* 
tion. The rupture has even occurred with a certain regularity every 
four weeks at the time of menstruation. As these cysts are formed of 
an ovarian cyst and the dilated tube, they are called tubo-ovarian cysts. 

Symptoms and Course. 

Small ovarian tumors up to the size of the fist cause symptoms only 
during peri-oophoritis (comp. p. 302). Should the tumor grow, 
much will depend upon whether it is soft with lax walls or firm and 
hard. The former bend around all the organs, and may reach the size 
of a man's head without giving rise to any sjrmptoms. Firmer tumors, 
however, dermoids, sarcomata, fibro-sarcomata, irritate the peritoneum 
by pressure. Should the tumor become adherent to the peritoneum. 
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thit agglatination will lead to ever renewed irritfttiongy further disloca- 
tkmSy and impaired moyements. Should an ovarian tnmor lie in the 
depth of the pelyis, it must force upon the uterus a position which re 
aembles that of a pathological anteYer8ion,or anteflexion; hence similar 
symptoms will be present. In small, still retro-uterine tumors, we also 
frequently find vesical tenesmus. 

The tumor likewise presses backward, causing sciatica by pressure on 
the nerves, pelvic pains, and difficult defecation. Should the tumor ex- 
tenU into the abdominal cavity, the patient at first feels just as well as a 
gravida with a uterus of the same size* The above-described symptoms 
may subsequently disappear as in spontaneous reposition of the pregnant 
retroflezed uterus. Only a sense of pressure in the pelvis wiU be present, 
as in nearly aU affections of the genital organs. 

Should the size of the tumor exceed that of a pregnant uterus, the 
physiological functions of the organs in the abdominal cavity are dis- 
turbed. The stomach is unable to take in a proper quantity of nutri- 
ment Digestion is retarded. Constipation exists both mechanically 
and consensually. The impaired appetite and assimilation, with the con- 
sumption of large quantities of nutritive material for the construction 
of the rapidly increasing neoplasm, cause a disproportion between receipts 
and expenditures — the patient becomes marasmic 

Respiratory disturbances also set in. The base of the diaphragm be- 
comes broader, the vault is pressed upward so that the lung is directly 
compressed. Thereby its internal surface is diminished, the number d! 
respirations must increase, in short, dyspnoea occurs. The dyspnoea be- 
comes greatest in the complication with pregnancy; here the cyst is to be 
repeatedly tapped to avert the impending pulmonary oedema. The type 
of respiration becomes purely costal. The lower ribs are bent outward. 
This is best seen after removal of the tumor, during the operation. 

The altered intra-abdominal pressure also leads to symptoms in the 
circulatory organs. The tumor may press directly on the iliac vein, thus 
retarding the return of blood from the lower extremities, with consequent 
oedema. The impeded influx of the blood from the lower extremities 
into the abdominal cavity, in which the pressure is increased, likewise 
leads to symptoms of stasis in the legs, exactly as during pregnancy. In 
all cases of considerable oedema of the lower extremities it will be neces- 
sary to make a careful differential diagnosis between congestive oedema 
and a complication with renal and cardiac diseases. 

With nearly every larger abdominal tumor there are symptoms of an 
irritation of tli>e peritoneum; thus isolated regions of the abdomen are 
found very sensitive or friction sounds like those of pleuritis sicca are 
demonstrated. 

As to the symptoms characteristic of the several forms of ovarian tu- 
mors, the following is to be remarked. In dropsy oftlie Oraafian foUides 
there is often an absence of all symptoms, as well as m parovarian cysts. 
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eren if large. Especially they may exist for years withont any impair* 
ment of the general health. In dermoid cystSy however, symptoms arise 
throngh metamorphosis of the neighboring peritoneum. With firmer 
tnmors, as> for instance, sarcoma and earctnoma, as well as with super- 
ficial papilloma (p. 305), the formation of ascites comes into the fore* 
gronnd. In all malignant and rapidly growing tumors the general health 
soon suffers. The mental depression imparts to the debilitated patient a 
sad facial expression which has been thought to be specific and is described 
aa fades ovariea. 

In the course of ovarian tumors a number of incidents occur which 
cause quite definite s}rmptoms. We have above spoken of torsion (p. 313). 
In the most favoraMe case this occurrence takes place so gradually that 
the tumor, thought it euinot continue growing, is still nourished suffi- 
ciently to prevent its necroris. Should in these cases other vicariating 
sources of nutrition be lacking, e. g., by adhesions, the tumor atrophies 
withon* symptoms. On the other hand, with nutrition by adhesions, 
the tumor may continue to grow, although it successively detaches itself 
from its old source of supply. Such ** non-pediculated " ovarian tumors 
have been repeatedly found. With sudden torsion of the pedide, pains, 
collapse, symptoms of incarceration, and phenomena resembling ileus ap- 
pear. Should blood be effused into the cyst, symptoms of acute ansBmia 
occur. The unnouridied cyst may also become gangrenous. 

The dangerous proximity of the intestine, however, leads to suppura- 
tion and sloughing even wiUiout torsion of the pedicle, so that with the 
collapse high fever suddenly ensues. If there be^menely continuous great 
rapidity of the ptUse, we must mcspect purulent cyst-^fontenis. If the 
cyst-wall soften and the hemorrhage or the pus require more room, the 
cyst will rupture, the contents being effused into the abdominal cavity 
and leading to acute septic peritonitis. 

Should the formerly intact tumor rupture, in the most favorable case 
a greatly increased quantity of evacuated urine will indicate that the con- 
tents have been absorbed by the peritoneum and been removed by way of 
the circulatory organs. In many cases, the rupture causes absolutely no 
symptoms. But should hemorrhage occur simultaneously, symptoms of 
collapse will be evinced. Schroeder believes that the absorbed cyst-con- 
tents may act toxically. At all events the symptoms are often alarming. 
In the direct examination, the altered shape of the abdomen would also 
enter into consideration. 

Inasmuch as in the majority of cases but one ovary is affected and the 
tumor, moreover, develops from a small spot, while intact ovarian pa- 
renchyma lies near, there are no typical menstrual anomalies. For the 
same reason conception is possible. 

The course is slow. An ovarian tumor never grows as rapidly as the 
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pregnant ntems. In order to reach the size of the latter, the tumor 
osoallj consumes one and a half to two years. 

Dropsy of the Graafian follicle reaches no considerable size. The in- 
ternal pressure leads to atrophy of the secreting membrane; cysts of bat 
three to four centimetres in diameter often remain constant. / 

There is a lack of observations respecting superficial papilloma. It 
terminates fatally by the development of ascites or carcinomatous de- 
generation. 

In papillary cystoma, life terminates after from three to five years 
under the above-described marasmus. Torsion, rupture, hemorrhage, 
and sloughing may cause death sooner. 

In all of these tumors spontaneous cure is possible. Even cystomata 
are arrested in their growth, when the nutritive supply is cut off by 
torsion. At least Yirchow and Bokitansky have found remnants of tu- 
mors in the form of agglomerations of cysts with colloid contents im- 
bedded in pseudo-membranes. Atrophy by calcification also occurs. 

In carcinoma of the ovary, the rapid growth of the tumor with simul- 
taneous wasting of the body is as characteristic as in all other carcinomata. 
Besides, ascites is always considerable. After every tapping the abdomen 
quickly refills, and death occurs at the farthest two years after the dis- 
covery of the tumor. 

The solid tumors have a variable course, according to their character. 
Hardly anything definite can be said regarding the course of fibromata. 
In the case of fibrosarcoma or sarcoma, the debilitating infiuenoe of a 
neoplasm is not as prominent as in carcinoma. Only if considerable as- 
cites require repeated tapping, do the patients soon become debilitated. 
Otherwise these tumors with ascites may persist for a comparatively long 
time. 

Although the dermoids are tumors which, owing to their nature, 
have a tendency to remain constant, they do at times enlarge in their 
course. At the beginning of puberty the increased fiuxion may lead to 
the development of additional cyst-contents. Thereby the less resistant 
portions of the cyst- wall are expanded to the tenuity of paper. In con- 
nection therewith, rupture may easily occur. The contents of dermoid 
cysts are particularly dangerous to the cavity of peritoneum. 

The course of combination lumbers cannot be predicted. Of course, 
with rapid growth, the course will resemble that of adenoma and 
carcinoma. 

In pregnancy, the mutual iufiuence is variable. The tumor may grow 
rapidly under the influence of gravid hyperaemia, but may also remain 
unchanged. The encroachment leads to dyspnoea demanding palliative 
aid by tapping. During labor a large tumor may rupture into the peri- 
toneal cavity without causing symptoms. Despite enormous distention 
of the abdomen, labor has often progressed favorably. Small, especially 
hard and very movable tumors not rarely get under the presenting part 
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of the child in the fossa of Douglas. Then the os is high up in front, 
and the parturient canal is occluded. If reposition be impossible, labor 
may be so impeded as to require the Gaesarean section. 

Diagnosis. 

Small ovarian tumors lie at the posterior terminus of one of the oblique 
pelyio diameters, but soon sink down so as to occupy the centre of the 
fossa of Douglas. Combined examination must determine the absence of 
the ovary from its physiological locality and the quality of the discovered 
tumor. As the vagina is very thin posteriorly, it is not rarely possible to 
feel the characteristic form — ^the ovary with protuberances and small 
cysts. 

In its further growth the tumor fills the fossa of Douglas and dis- 
locates the uterus forward. Then, during the diagnosis, all tumors of the 
fossa of Douglas must be considered. Inflammatory exudations and hse- 
matoceles have characteristic symptoms, position, and form. But in com- 
plications between an ovarian tumor and an exudation, the differential 
diagnosis may cause great difficulty if the physician has not observed the 
case from the beginning. Thus, after the perforation of a perimetritic 
exudation which I had treated for weeks, I found colloid masses in the 
pus evacuated per anum. Bepeatedly have the contents of dermoid cysts 
been unexpectedly evacuated, after peritonitic affections, from the vagina 
and even from the bladder. The diagnosis could not be made previously. 
It is also often impossible to recognize as such an adherent small cyst 
surrounded by chronic exudations. Uterine myomata may spring from 
the posterior cervical wall and likewise lie in the fossa of Douglas. How- 
ever, their consistence protects them from being mistaken for small cysts, 
though firm ovarian tumors at times are at least as hard as mjromata. In 
these cases, the differential diagnosis is soon cleared up by ascites speedily 
occurring in malignant ovarian tumors. 

Cardnomata grow rapidly and often become uneven and irregular. 
But in case of adherence of uterine myomata, ovarian sarco'mata, or car- 
cinomata, together with tenderness on pressure, subjective pain, and many 
of the frequently occurring symptoms, certainty is often obtained only 
after prolonged observation. This is especially true also of extra-uterine 
pregnancy. Should here the ovisac not rupture early, the comparatively 
rapid growth and the subjective and objective signs of pregnancy will 
furnish certainty in from three to six weeks. In retroflexion ofths gravid 
uterus mistakes are likewise possible and have happened to very experi- 
enced gynecologists! Outside of the signs of pregnancy, combined exam- 
ination after evacuation of the bladder will elucidate the case. 

Besides ovarian cysts, other cystic formations, such as dropsy of the 
tube, enter into the consideration. If small, we feel the characteristic 
cylindrical tube springing from the lateral margin of the uterus. But 
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here^ too, the difEerential diagnosis may be impossible^ not only in dig^t^ 
but also in greater distention of the tube. 

Cysts of the broad ligament displace the uterus laterally, though bat 
slightly; otherwise they behave like unilocular ovarian cysts. In all the 
cases mentioned, except the possibility of retroflexion of the gravid ute- 
rus, puncture with the Pravaz syringe is permissible. In innumerable 
cases of doubtful tumors, I have aspirated the fluid with the Pmvaz 
syringe, under the most careful antisepsis, and never witnessed any bad 
results. As to the fluid, see below. 

Should the tumor be larger and be situated in the abdomen, the ex- 
amination is made lege artis : By inspection the general form is deter- 
mined. An ovarian tumor increases the abdominal circumference helow 
the umbilicus. Often the outlines of several cysts are distinctly projected 
on the external skin. In ascites the abdomen is low^ »id broader. In 
pregnancy the umbilical region is prominent, cicatrices of pr^nancy and 
pigmentation of the linea dba are distinct. In large ovurian tumors the 
skin is very tense, the hairs are separated, th^ veins become distinct 
owing to the loss of flesh, even phlebdiths can be seen and felt in very old 
tumors. 

Bj palpation we frequently feel the large adjoining cysts through the 
thin abdominal ooverings; but in obese persons any closer distinction may 
be impossible. Then we try to excite fluctuation. In ascites the 
wave impulse strikes most readily, but also in loose-walled ovarian 
cysts, especially the very thin-walled, unilocular ovarian cysts and in 
echinococcns, the fluid fluctuates rapidly and easily. Should the cyst be 
multilocular, or the contents firm, no fluctuation is obtained. It may be 
absent also in thin-fluid contents if the cyst is very tense. Greatly dis- 
tended bowels (tjrmpanites abdominis) likewise render the fluctuation in- 
distinct. ^ 

Should the small flrm tumor be floating in profuse ascites, the tumor 
is moved between both hands — baUattement. Thereby we not infrequently 
ascertain which end of the tumor moves most readily, that is, whether 
the tumor is adherent above or below. Should the relations be too indis- 
tinct on account of the ascites, palpation is performed after ti^jMug 
(oomp. p. 323). 

Then percussion will show the relation of the intestines to the tumor. 
In an ovarian tumor, the middle of the abdomen yields dulness; but at 
the sides, the site of the ascending and descending colon, the sound is 
resonant. In ascites, the inflated intestines float, so that the intestinal 
tone is demonstrated above, and a dull sound at the sides. But should 
ascites complicate the ovarian cyst, the region of tiie colon also sounds 
dull; and, if the ascites be great, the intestines are within it and are not 
demonstrable close beneath the abdominal wall. But should the de- 
pressing finger crowd the ascitic fluid away, deep percussion will elicit 
the intestinal tone. It is also very important to ascertain the relation 
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of the flaotuation to the results obtained by percussion. If the wave 
impulse readily strikes at the point where the intestinal sound was ob- 
tained, it indicates ascites. 

Thon palpation and percussion are performed in various positions of 
the body. By elevating the pelvis, we demonstrate whether fluid gravi- 
tates into the vault of the diaphragm, whether a tumor in the fossa of 
Douglas is adherent there and immovable, whether a tumor is firmly fixed 
in the pelvis or can be displaced upward. The knee-elbow position is also 
required at times, to demonstrate whether a tumor can be removed from 
the fossa of Douglas. 

In percussion, the lateral position is especially important. Very loose- 
walled, perhaps formerly ruptured and half -empty cysts lie close to the 
posterior abdominal wall, as does ascites. With a colored pencil we mark 
the dulness on the external skin and place the patient on the side. In 
ascites the upper side must be free or yield the intestinal sound. In 
ovarian tumor this is not the case. Oonclusions may be drawn also from 
the rapidity with which a change in the result of percussion is effected by 
the altered position. Ascites changes its position rapidly. 

Old adhesions may make the diagnosis difficult. Thus I have seen a 
case in which a loose cyst could be demonstrated by percussion and pal- 
pation after the patient had walked for some time. In the morning, how- 
ever, the cyst was not there, but the ascitic fluid had escaped through a 
small opening from a sacculated dropsy of the peritoneum into the other 
peritoneal cavity. An exploratory incision subsequently proved the ab- 
sence of a cyst. 

Mensuration is of importance in doubtful tumors. The measurement 
is taken from the umbilicus to the symphysis, to the xiphoid process, 
from one spine of the ilium to- the other, and of the greatest circumfer- 
ence of the abdomen, the results obtained at various times are com- 
pared, and thus the growth of the tumor observed. 

AuscuUcUion is unimportant. At most the placental souffle which is 
beard in pregnancy and large myomata, but very rarely in ovarian 
tumors, would be considered. Furthermore, in doubtful tumors, we 
might investigate whether intestinal sounds can be heard in a tumor ap- 
parently adjoining the abdominal coverings; this would indicate hydro- 
nephrosis. Friction sounds in adhesive peritonitis have been mentioned 
above. Auscultation is important for ascertaining or excluding preg- 
nancy. 

Then vaginal ea^loration is performed. In the case of smaller 
tumors, the uterus usually lies in front, pressed against the symphjrsis, 
and is so far elevated that the flnger at times can barely reach the vagi- 
nal portion. The uterus lies similarly in extra-uterine pregnany, but gen- 
erally quite medially. In ovarian tumors the uterus may be displaced 
laterally, toward the healthy side. An extra-median position of the 
uterus has been especially found in parovarian cysts. I^ter, the uterus 
21 
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lies more frequently behind the tnmor (comp. p. 313). Often, howerer, 
the ateros cannot be felt at all. Should the sound likewise fail to dem. 
onstrate it, it is often impossible to make the diagnosis of the position of 
the uterus even by the rectal examination. Small secondary cysts at- 
tached externally may simulate the uterus. 

We next attempt the artificial dislocation of the tumor by palpation 
with one hand, then with both, and by the combined methods of exami- 
nation, if possible by the aid of an assistant. By displacing the tumor 
we succeed in demonstrating that it is movable, i. f., not firmly adhe- 
rent. This is especially of value in those abdominal tumors which can be 
simultaneously felt in the abdomen and the fossa 6f Douglas. Should we 
fail to move the uterus separately, or should it follow every motion of the 
tumor, and should the tumor not escape from the fossa of Douglas when 
the abdomen is lifted, a firm adhesion exists at that point which renders 
the operation very difficult, even impossible to complete. We often suc- 
ceed in insinuating the flat hand between the lower surface of the tumor 
and the crest of the pubis while an assistant vigorously draws the uterus 
upward. In this way the fingers of the inserted hand are at times able 
to feel the pedicle or the connection of the tumor with the pelvic organs. 
Inversely, we let the assistant draw the uterus down with forceps (Fig. 15, 
p. 36), twist it to and fro, and thereby try to ascertain the relations of 
the tumor to the uterus during these movements. During the simulta- 
neous upward pushing of the tumor and downward traction of the 
uterus, the structure of the pedicle must be stretched. Should these 
manipulations prove absolutely negative, we have to deal with adherent 
or parovarian cysts. In doubtful cases it is necessary, besides, to examine 
from the rectum and vagina, as well as from the rectum and abdomen. 
Simon's rectal exploration (comp. p. 29) has been again abandoned; it 
was hoped that it would furnish particular information regarding the 
pedicle. 

By the above-described methods it was intended to demonstrate adhe- 
sions. To be sure, now and then cord -like adhesions will be palpable, 
especially after artificial diminution of the tumor (tapping). Superficial 
adhesions cannot be diagnosticated in larger tumors almost filling the 
abdominal cavity. The abdominal coverings are so movable one on the 
other that, should the peritoneum adhere to the tumor, this fact will 
have but little infiuence on the mobility. In that case, the peritoneum, 
the musculature or the fascisB, and the skin are displaced relatively to 
each other. As the adhesions do not contra-indicate ovariotomy, the 
diagnosis is of no practical importance. Only the repeatedly-mentioned 
adhesions in the fossa of Douglas must be recognized. 

Should doubt still exist regarding the nature of the tumor, and the 
operation therefore not yet be decided on, tapping from the abdomen is 
resorted to. We have stated several times^ that puncture with the Pravaz 
syringe is not dangerous. But even tapping with a larger trocar has few 



DISEASES OF THE OY ABIES. 



323 



dangers. For there are patients who have been tapped a hundred or 
more times before ovariotomy was done. The best instmmcnt for this 
purpose is Thompson's trocar (Fig. 152), which I employ as shown, pro- 
vided with a T-tube. On withdrawing the stylet b, the tube of the 
trocar is closed air-tight above in the handle a, so that the fluid escapes 
through the lateral tube h. The T-tube d is filled with carbolic solution; 
at « is a pinch-cock, and another at the upper end of the tube «, not 
shown in the cut. The whole tnbe is filled with disinfecting fluid. The 
tube /is likewise filled with fluid, 
and below is immersed in a vessel 
containing carbolic solution. Now 
the point of puncture is chosen. It 
is best to tap after catheterization 
of the bladder, in the linea alba, 
midway between umbilicus and 
symphysis. Before inserting the 
instrument, careful percussion and 
palpation are repeated, to make 
sure that the tumor is closely ad- 
joining. Should all fluctuation be 
absent in the linea alba, while it is 
plainly perceptible at some other 
point, the fluctuating si>ot is 
chosen for the puncture. Then, 
after scrupulous cleansing — the 
patient being in the dorsal position 
— the trocar is inserted and the 
stylet drawn up. Should the fluid 
escape below, an assistant presses 
the end of the tube together and 
a clean vessel is placed under- 
neath. The end of the rubber 
tube must be below the level of the fluid, especially toward the last, 
and when the escape is slow. During a deep inspiration— or with the 
motions in vomiting — there is often a negative pressure in the cyst, but 
in the method described no air is drawn in. As the examination after 
complete evacuation of the cyst may be very valuable for the diagnosis, 
all the fluid is to be withdrawn in tapping. To this end the patient is 
so placed, toward the last, that the trocar is in the lowest part of the 
abdomen. Moderate pressure is permissible, strong compression and 
kneading of the abdomen are to be interdicted. In ascites and solid 
tumors, too, the relations of position and form of the tumor, as well as 
its connection with neighboring organs, often become clear only after 
removal of the ascites. 

Should nothing at all escape, small lever motions are made with the 




Fio. 158.— ThompBon trocar, with T-tube. a» 
handle of the trocar; b, handle of the stylet; 
c, screw for taking the instrument 9fst during 
cleansing; d, T-tube of glass; «, upper, influx 
opening; /, lower discharge opening; long rub- 
ber tubes are attached to e and /; g^ point of 
th • stylet; A, lateral dischaige opening, freed 
by withdrawing the stylet b g. 
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trocar, it is advanced as far as possible^ and gradually drawn back. 
Should no drop of liquid be obtained, the tumor is either solid or ita 
contents are viscid, not fluid. Should the fluid pass first in a full stream 
and then stop suddenly, the punctured, perhaps small secondary cyst is 
either emptied or a coagulum blocks the trocar. In these cases, and 
particularly when the contents are ichorous, water is made to flow into 
the cyst by the influx tube, irrigating it, like an inflamed bladder, in 
this manner, by alternate opening of the ends of the T-tube. 

Among the dangers of tapping, sloughing in consequence of infection 
and the entrance of air, formerly stood at the head. Both may be avoided 
by the method described. Hemorrhage in consequence of the puncture 
is possible in a very vascular solid tumor, but causes no special dangers 
(comp. p. 314). 

The fluid obtained by tapping is of great diagnostic importance. 

The fluid from dropsy of the (fraafian follicle and that from parova- 
rian cysts is clear as water, contains sodium chloride and but little albu- 
men, and deposits no sediment. It may be void of any microscopic ele- 
ments. Very small quantities of vibratile epithelium and cylindrical 
cells have been found. But it may be possible, especially after preceding 
tapping, that chocolate-colored fluid with coagula of fibrin, t. e., sanguin- 
eous fluid, escapes. Speciflc gravity 1,002-1,008; but when mixed with 
blood it may rise to 1,023. 

In the papillary or adenomatous cystomata, colloid material, thick 
fluid, and also thin fluids are evacuated. The color, if sanguineous, is 
red, brown to black; if purulent, yellow; if containing masses of choles- 
terin, opalescent. Acetic acid precipitates mucin, which is the product 
of epithelia changed into colloid masses. Furthermore, but not always, al- 
bumen may be demonstrated in various modifications. Boiling and the ad- 
dition of acids precipitate the albumen. Oreat importance was formerly 
attached to paralbu men. Microscopically we find the characteristic cylin- 
drical cells, at times also vibratile cells; besides, cells disintegrated or in 
fatty degeneration, large globular transparent elements with nucleus dis- 
placed or altogether absent. Detritus, shrunken and recent red blood- 
corpuscles, flakes of pigment derived from them, pus-corpuscles, and 
plates of cholesterin. Specific gravity 1,015-1,030. 

Free ascites yields a thin, pale-yellow to greenish-yellow fluid. Ex- 
posed to the air, a gelatinous coagulum of fibrin forms; much albumen 
is precipitated on boiling. Microscopically we find white blood-corpuscles 
or amoeboid cells. But in cases in which the ascites is due to superficial 
papilloma or carcinoma, or even to carcinosis of the peritoneum, cylin- 
drical cells are also present' in the sediment. In intraperitoneal hemor- 
rhage, the fluid becomes brownish, later greenish. The fact that the 
reactions which were thought to be characteristic of paralbumen occurred 
also in hydronephrosis and ascites, robbed paralbumen of its importance. 
Either other substances likewise react on the methods employed for the 
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demoDstration of paralbnmen, or else paralbnmen is present in many 
different fluids; the former is probably more correct. Specific gravity 
1,006-1,015. 

The contents of a hydronephrosis are very variable. In the thin, 
clear fluid the well-known products of regressive metamorphosis have 
been demonstrated — urea, creatin, tyrosin, and crystals of leucin. But 
these substances may also be completely absent, namely when the kidney 
has ceased functionating for years. Then more purulent contents, cho- 
lesterin, even a completely inspissated whitish mass is found. If the 
contents are thin-fluid, the specific gravity is 1,005-1,020. 

For the fluid from cysto-fibromata (comp. p. 229), the lemon-yellow 
color and spontaneous coagulability are characteristic. But neither is 
constant. Microscopically we find only cholesterin and white blood-cor- 
puscles, with the occasional admixture of red blood-corpuscles. The 
quantity of fluid is usually small. The speciflc gravity is about 1,020. 

The Jluid of echinococcus, usually as clear as glass, contains no albu- 
men, but sodium chloride, succinic acid salts, grape-sugar, inosite, and 
leucin. Of great importance is the microscopic examination, in which 
can be demonstrated, though not always, sooUces, booklets, and mem- 
branes containing ohitin bodies. The examination becomes more diffi- 
cult in suppuration of the hydatid cpt, as the hooklets disappear dur- 
ing suppuration. Speciflc gravity 1,008-1,010. 

In dermoid cysts the trocar is generally not employed, owing to the 
slight extent and hardness of the tumor. But the diagnostic puncture 
is of great value in inflammation of a dermoid cyst with high fever. In 
that case the puncture would have to be done with the Pravaz syringe. 
We find cells of epidermis and crystals of cholesterin; the fluid is thin, 
ichorous, dirty-brownish, and smells, especially in intestinal communica- 
tion, cadaverous and fecal. Lighter-colored pus is found in suppurating 
exudations. 

The sac of an extra-uterine pregnancy ^ before term, often contains 
much liquor amnii ; the latter gradually disappears subsequently, or is 
inspissated to a thick mass. The diagnosis can probably always be made 
from the anamnesis and combined examination. The hope of demon- 
strating in the amniotic fluid, obtained by the Pravaz syringe, or even in 
larger quantities of it, microscopic characteristic constituents (lanugo, 
scales of epidermis) was not realized by myself or others. 

The changes in the tumors are diagnosticated by the symptoms de- 
scribed on pp. 316 and 317. Sudden peritonitic symptoms, apparent or 
real swelling of the tumor, shock, and symptoms of acute ansomia point 
to torsion or hemorrhage into the cyst. Rupture of cysts may be suspected 
after a fall on the abdomen, or during labor, when collapse or peritonitic 
sensitiveness immediately succeed. Exceedingly often, for reason above 
explained, colloid escapes without symptoms into the abdominal cavity, 
where it can at times be demonstrated by the peculiar colloid crepitation. 
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Sappnration of the tamor at once manifests itself by ferer. Considerable 
increase of temperature may also exist for a long time without other 
symptoms, and during laparatomy we find merely one or more cjrsts of a 
multilocular tumor purulent When the suppuration is limited, the high 
fever gradually ceases. But great frequency of the pulse, and slight rise 
of the temperature at night, always continue for a long time. In slough- 
ing or rapid necrosis of the entire tumor the symptoms are very alarming. 
High septic fever makes the fatal issue appear imminent. 

The diagnosis of the various species of ovarian tumors has been re- 
peatedly touched upon. In follicular dropsy — slow growth, persistence 
of small irregular tumors forming an agglomeration of cysts, watery 
fluid, no influence on the general condition. In cystoma — rapid, un- 
limited growth, very uneven, in the main round, but still irregular tumor 
of a consistence differing in portions, colloid contents. The general 
health always suffers when the tumor is of the size of the pregnant uterus. 
Unilocular, lax cysts with fluctuation are also frequent. Here the size 
will furnish the differentiation from follicular dropsy ; the contents, from 
parovarian cysts. In favor of carcinoma we have ascites, the surface with 
small protuberances, the immobility of larger tumors, the cachexia. Dif- 
fuse carcinoma which enlarges the ovary uniformly like sarcoma, cannot 
be distinguished from the latter, but the ascites here, too, proves the 
malignancy. The examination of the ascitic fluid for cellular elements 
is of importance. Parovarian cysts are unilocular, hence they show 
fluctuation, the uterus is often dislocated laterally, the cyst cannot be 
separated from the floor of the pelvis, the contents are limpid, possibly 
include vibratile epithelium. 

The diagnosis respecting the bilateral development of the turner, and 
the question wliether the tumor springs from the right or the left ovary, 
is of little practical importance. Only in small tumors, especially if solid 
and malignant, their bilateral presence may be often demonstrated. There 
the demonstration is of great value, as malignant tumors arise by pref- 
erence in both ovaries simultaneously. Large tumors, following the law 
of gravity, must always lie in the middle. But at times it is possible to 
demonstrate intestinal resonance to a greater extent on one side. In that 
case, this is the normal side. The dislocations and combined methods de- 
scribed on p. 321 often elucidate the diagnosis regarding the origin of 
the cysts. 

Repeated allusions have been made as to the differential diagnosis. 
During the examination, we must bear in mind, generally, every tumor 
in the peritoneum, in the abdominal coverings, in the pelvic organs, and 
every accumulation of fluid in the peritoneal cavity. The beginner wiU 
do well to take into consideration, quite schematically , every possibility, 
and, with the assistance of the anamnesis and all diagnostic methods, not 
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to believe even the most improbable to be impossible. Errors have nearly 
always arisen when, in the diagnosis, every possibility was not taken into 
the consideration, and qaite a number of mistakes would be avoided by 
merely bearing in mind the likelihood of their being made. 

Therefore, proceeding quite systematically in the differential diagno- 
sis, inAiimmsktions— parametritis or peritonitis — and accumulations of 
blood — hcematocele and hcematometra — can usually be easily excluded by 
the anamnesis, combined examination, course, and puncture with the 
Pravaz syringe. 

In the same "waj, fecal accurnulations, retention of urine, ffostrectasia, 
tympanites ayid pseudo-tumors, as well as climacteric obesity, ought to 
present little difficulty. We must be aware that the greatly distended 
sigmoid flexure may reach to the right side, and that in malignant new- 
formations ascites may occur also at and in the intestine. The evacua- 
tion of the rectum by clysters, according to Hegar, and rectal exploration 
will secure elucidation. Retention of urine, in consequence of incom- 
plete evacuation of the bladder, may lead to vesical dilatation continuing 
for weeks. Catheterism, required for every examination, removes the 
possibility of a mistake. It appears hardly credible that in an intended 
ovariotomy the dilated stomach has once been opened. When suspecting 
that spasmodic contraction of the recti muscles simulates a tumor, pal- 
pation must be done in narcosis. The differential diagnosis is by no 
means always easy in climacteric obesity. Here, owing to the thickness 
of the abdominal coverings, percussion yields almost no result, and the 
relaxed abdomen simulates indistinct fluctuation. However, with coq- 
scientious examination, a mistake should be impossible. 

We now come to paraperitoneal tumors. Cysts and large accumula- 
tions of pus have been found in the sheath of the rectus. The urachus 
forms preperitoneal cysts, and an echinococcus may grow upward an« 
teriorly, also preperitoneally. There were observed, moreover, fascial 
sarcomata at the aponeurosis of the obliquus externus, fibromata, and 
myxomatous fibromata at the posterior sheath of the rectus. As these 
tumors always develop toward the outside, and cause the skin of the ab- 
domen to project, an error is hardly possible. Lipomata may get under 
the external skin, especially at the umbilicus, by hernial perforation of 
the fascisd ; but they may also be situated on the parietal peritoneum and 
the omentum. Their consistence, the almost imperceptible enlargement, 
and the undisturbed general condition render the diagnosis clear even 
after a brief period of observation. 

The peritoneum, per se, produces pre-eminently tubercles and car- 
cinoma ; in both the ascites is considerable. Tumors of the peritoneum^ 
carcinoma, fibroma, sarcoma, and lipoma, are particularly distinguished 
by their great mobility and their multiple development It is essential 
to demonstrate whether a circumscribed tumor is really present, whether 
the tumor is connected with the uterus^ whether both ovaries are present. 
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and whether the tamor is malignant. Until an exploratory incision Is 
made, a probable diagnosis only can often be formed. The high rectal 
exploration might here become necessary. 

Proceeding now to the tumors of the other abdominal organs ^ those of 
the uterus first come under consideration. Subperitoneal uterine myomata 
with thin pedicles have repeatedly led to mistakes. In tumors the size> 
of the pregnant uterus or larger, of course the position can decide noth- 
ing. Thus, cysto-myomata have been very frequently diagnosticated as 
ovarian tumors, and been operated upon. In the same way, tubai cysts 
lead to mistakes (comp. p. 297). In hepatic tumors^ the connection with 
the liver can be demonstrated, tumor and uterus can be moved separately. 
Errors have been committed only in hydatid cysts filling the entire ab- 
dominal cavity and adherent below. The characteristic fluid and the 
booklets are landmarks of diagnostic importance. It appears remarkable, 
too, that smaller sections of the large tumor fluctuate very easily, while 
in composite cystomata such free fluctuation in single cysts is not of com- 
mon occurrence. The so-called hydatid thrill is no certain symptom. 
Oreat dilatation of the gall-bladder by carcinoma or numerous gaJl-stones, 
complications of hepatic carcinoma and ascites, have likewise been mis- 
taken for ovarian tumors. Tumors of the spleen spring from the left side 
above, where they are clearly adherent. Of course, the possibility of 
migratory spleen must be borne in mind. Of greater importance are the 
not rare renal tumors. A renal tumor may enlarge beyond the linea alba 
and be so movable as to be taken for an omental tumor. In three cases 
I have convinced myself of the great mobility. Haematuria, which w al- 
ways present, at least for a time; the peculiar, almost soft consistence; 
the irregular surface, and the connection with the region of the kidney, 
remove all doubt To be sure, a floating kidney may also undergo car- 
cinomatous degeneration. I have found such a one quite centrally lo- 
cated. The central position of the comparatively small tumor, the pres- 
ence of both ovaries, and the absence of any connection with the uterus 
rendered the diagnosis very difficult. The autopsy showed a large renal 
carcinoma in a displaced kidney. Echinococcus of the kidney, too, has 
been several times observed. Hydronephrosis is of especial importance. 
Here the diagnosis is formed particularly from the long standing. The 
demonstration that the tumor is not connected with the genital organs 
can be furnished both by the high rectal exploration and by examination 
after puncture. Simon has also felt the calyces of the kidney. 

In carcinoma of the colon, palpable tumors arise ; if they are compli- 
cated with acites, doubts might well be entertained. But the absence of 
any connection between the uterus and the tumor, the generally high 
position, the vomiting, constipation, and cachexia will soon dispel all 
doubts. Indeed, a colloid carcinoma may infiltrate and infect the con- 
nective tissue quite rapidly. In that case, indistinct tumors are felt in 



DISSABES OF THE OVABIEB. 329 

the fossa of Douglas and on the whole abdomen which may incite to an 
exploratory incision. 

K pregnant uterus near term could hardly be mistaken for an ovarian 
tumor^ but errors hare been frequently committed in the presence of 
complications. The pregnant uterus has been taken for a secondary cyst 
and been incised or punctured. Whoever bejms the possibility in mind 
and examines carefully in every direction could scarcely err. The same 
is true for extra-uterine pregnancy. Of decisive importance, after the 
death of the child, is here the crepitation of the bones of the skull, and 
the fact that the uterus is almost invariably situated medially in front of 
the ovisac. Betroflexion of the gravid uterus has been discussed above. 

There can be no doubt that we have by no means come to the end of 
our knowledge regarding abdominal tumors. Questionable cases, or those 
in which the interpretation is probably erroneous, are still reported from 
time to time. But we may hope that, with the rapidly increasing 
quantity of material, all tumors at all likely to occur will be soon charac- 
terized. Kather obscure are some cases of uterine cysts^ in which there 
was perhaps a serous peritoneal cyst adjoining the uterus (comp. p. 284). 

Treatment. 

The treatment consists in the removal of the tumor — ovariotomy. The 
operation should be desisted from only when the tumor is smsJl, does 
not grow, i. e., is benign, and when a large malignant, firm tumor is 
adherent throughout the lesser pelvis. In the latter case, the patients are 
generally already cachectic, and besides the tumor could not be removed. 
Advanced age alone, however, never contra-indicates ovariotomy. 

Although in most cases we may be able to choose our time, immediate 
operation will be required if there be threatening symptoms, e. g., high 
fever. Pregnancy is no contra-indication, but preferably we should 
operate in the first half rather than the second. Should labor be hourly 
expected, tapping would have to be done for urgent dyspnoea. This is 
also necessary in inoperable tumors with fiuid contents, whenever respira- 
tory difficulties arise from hyperdistention of the abdomen. 

For ovariotomy we require a number of special instruments. These 
are, 1st, the trocar. The best instrument is that devised by Spencer 
Wells (Pig. 153). The trocar is thick because the fluid is often viscid. 
With the handle, fastened above by a bajonet joint, a blunt tube is pro- 
truded from the sharp tube after puncture, in order to prevent injury of 
the cyst-wall by the sharp point The lateral spring clamps are intended 
to fasten the cyst- wall to the trocar, lest the cyst glide ofi! and its contents 
escape into the abdominal cavity. 

After the pattern of this instrument I have had constructed a simpler 
and far cheaper trocar (Fig. 154). The protecting internal tube is 
omitted, hence we must be careful not to cause injuries. The point a 
has the same form and size as that of the trocar Fig. 153 ; the cyst-fluid 
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escapes from c. An attachment is affixed at the side against which the 
thumb is pressed during the insertion. This attachment I had made 
hollow and provided with a rubber tube. Whc n the cyst-fluid is ichorous, 
compression is made at c and carbolic acid injected into the cyst through 
b. Thus the cyst is irrigated with a disinfectant, so that no sanious 
matter can get into the abdominal cavity during the removal or lacera- 
tion of the cyst. 

2. We require convenient artery forceps, which are now constructed 

in the shape of scissors. Fig. 155 
represents Spencer Wells's for- 
ceps which I use in an enlarged, 
stronger form, provided with 
rather broader blades. Fig. 156 
illustrates the more delicate ar- 
tery forceps of EoberI6 and P6an. 
At the point it is provided with 
hooks like a volseUum so as to 
grasp and hold firmly. 





Fig. 1S8.— Trocar of Spencer WoUb. 



Fro 164.— lYooarfortbeenMnatioQof 
onuiancysta. 



3. We need large forceps for grasping and holding the cyst (Figs. 157 
alid 158). 

N61aton*s instrument, although it holds more firmly, can only be em- 
ployed for evacuated cysts. The teeth are so sharp that, in grasping 
more solid tumors, profusely bleeding wounds are caused. Spencer 
Wells's instrument thoroughly compresses the grasped portions. For in- 
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itflkioe, if a second punctnre has to be made, Spencer Wells's forceps 
holds the first opening safficientlj together. 

4. For the disposal of the pedicle, either Kdberl^'s wire 6crasear (Fig. 
143, p. 248) or Billroth's forceps (Fig. 169) are employed. 

Billroth's forceps, as will be seen from the figure, may be fixed 
according to the thickness of the grasped tissues. The serrated blades 
of the forceps, carved on the flat, firmly compress the pedicle of an 
oyarian tumor. 

Besides, there are required for an operation a number of aseptic 
sponges which are constantly preserved in five-per-cent carbolic acid 
solution, and most scrupulously cleansed of blood and tenacious colloid 
masses after every operation. A sponge dropping on the floor during the 





FM. 18S.— Artery forceps after Spenoar Wells. Fro. 156.— Artery fbroeps after K5berl« and Pteiu 

operation is no longer used. A number of sponges are separately kept 
for cleansing the peritoneal cavity after the operation is completed. The 
sponges must always be counted before and after the operation, lest a 
sponge may inadvertently be left in the abdominal cavity. A like pre- 
caution is necessary with the instruments. 

Principles applicable to every ovariotomy are : most scrupulous asep^ 
sis^ the least possible number of instruments and assistants. The most 
rapid and gentle operating possible. Never put your hand needlessly and 
aimlessly into the abdominal cavity ; the pedicle should always be dropped. 

After all antiseptic preparations (comp. 53), the abdominal incision 
is made. In order not to be hindered therein by subsequent hemor- 
rhage, we penetrate between the recti. In nuUipareB, the median line 
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should be looked for at the upper end of the inciBion ; in mnltiparse, ifc is 
more easily found. Above the peritonenm we first encounter a layer of 
adipose tissue which is dissected off to a slight extent with forceps and 
knife or Cooper's scissors. The peritoneum having been found, it is 
lifted with volsella and opened. Ascitic fluid now frequently escapes. 
With or without the hollow sound the incision is then enlarged suffi- 
ciently to allow of the introduction of the hand. The whitish ovarian cyst 
presents itself. In the upper angle of the wound the trocar is vigorously 
inserted into the cyst; a place having been chosen by inspection which is 




Tto. Iffr.— N6Uton*8 foroept Fio. 16&~Spenoor Wells^s foroqpi 

for tho withdrawal of oTarlan oysts. 

free from large vessels, and which has shown distinct fluctuation on 
palpation. Even while the cyst is being emptied, it is grasped with 
forceps (Figs. 157 and 158) and drawn upward. The hand aids herein. 
Caution is necessary, lest perhaps the large tumor pop out, drop down, 
and drag at its point of attachment. While now an assistant holds the 
tumor in such a way as to prevent the entrance of fluid into the ab- 
dominal cavity, the operator feels for the pedicle and unfolds it, while 
the lifting traction on the cyst is remitted. If the pedicle be thin, a 
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double^ strong silk thread is passed through a non-vascular portion of its 
centre by means of a blunt needle, a pincette, or an ordinary needle. 
The thread is diyided, and made to constrict on both sides the halves of 
the band-like pedicle. Then the tumor is cut off with the scissors or the 
knife, while an assistant keeps the ligated ends of the pedicle taut, so as 
to maintain the cut surface well under observation. With the scissors 
and pincette the stump is trimmed smooth and short — about one centi- 
metre in length — and watched for a little while to see if it bleeds. The 
knots must be tied very firmly so that the stump can neither bleed nor 
secrete serum. Then the threads are cut short, the pedicle is replaced, 
and the omentum laid over the intestines. 
Should the other ovary be likewise chang- 
ed into a tumor, it is removed like the 
first But only when the tumor is dis- 
tinctly felt from without by palpation of 
the abdomen, it is necessary to enter the 
abdominal cavity, palpate it, and perform 
ovariotomy. Small enlargements, which 
could be diagnosticated only by direct 
palpation of the tumor, should be left 
unheeded. Any superfluous penetration 
and manipulation in the abdominal cavity 
render the prognosis worse. 

The abdominal wound is closed with 
button sutures. It is immaterial whether 
the margin of the peritoneum is included in 
them or not. The wound must be perfect- 
ly coapted; should it gape here and there, 
superficial sutures are inserted. The su- 
ture is covered with berated lint, carbo- 
lated cotton, or other material. A typical 
Lister dressing merely represents a com- 
pressive dressing. Should an infection have 
taken place, an aseptic abdominal dressinir 
18 of no use, and if no infection has ^^ 

occurred, it will be impossible subsequently, through the well-closed, 
very rapidly agglutinating abdominal wound. Already aftet three or 
four days, every dressing, even if very tight at first, is loosened through 
the emaciation and emptiness of the bowels, so as to be valueless as an 
antiseptic dressing. However, compression of the abdomen is very im- 
portant in all cases of preceding great distention ; nor can it be im- 
material whether the blood fiows unhindered into the pelvic organs free 
from pressure, or whether a compression of the abdomen renders it 
artificially anemic. Pressure, here as everywhere, is the most effective 
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Antiphlogiitic Gold is also particularly important in the form of iee 
bladders* 

Schroeder opens the tumor with the knife, inserts a pair of Nfilaton's 
forceps (Fig. 157) into the incision, and with them draws the opening 
outward. For the protection of the intestines a cloth is laid under the 
tumor and is removed after the sutures are inserted into the abdonunal 
wound, before they are tied. 

As to the disposal of the pedicle, the opinion of operators differs. For 
a time, the pedicle was largely fastened in the abdominal wound, thatis, 
extraperitoneally. It was hoped thereby to remove every wound from 
the peritoneal cavity. Still a good deal can be said against this method. 
By the traction, on the one hand, the uterus is drawn upward; on the 
other, the abdominal wound is drawn in so deeply that the pedicle is often 
barely visible and cannot be manipulated or disinfected. Tetanus, flex- 
ions of the intestines, subsequent abdominal hemisd and gangrene of the 
pedicle, later infection, detachment and gliding back into the abdominal 
cavity have been observed. Therefore, of late, dropping of the pedide 
is more in use. If the pedicle is very fat or oedematous, or if the pedicle 
proper is absent, so that the folded lower end of the cyst represents the 
pedicle, the ligatures must be especially firm. With this object, Olshau- 
sen often compressed the pedicle with Koeberl6's wire constrictor (p. 248, 
Fig. 143), and then laid a catgut ligature into the groove made by the 
wire. We succeed more rapidly with Billroth's forceps (comp. p. 333, 
Fig. 169); it compresses the pedicle firmly. Particularly in the case of 
large tumors, after the application of the forceps the tumor is cut off 
above the forceps and the pedicle ligated below it in as many portions as 
appears necessary. From the grasped portion of the pedicle the fluid is 
expressed by the forceps, so that, as long as the ligatures are drawn very 
tight, the pedicle can neither bleed nor secrete serum. Should the pedi- 
cle be quite mushroom-shaped and thick abpve the ligature, it will at 
times be possible, after careful trimming, to draw the peritoneum over 
the wound with a few marginal sutures. Keith seared the pedicle with 
the hot iron and had excellent results with this method. 

Some difficulties during the operation should be known, so as to employ 
the proper remedies. In the first place, the tumor is often not found. 
It is so intimately connected with the peritoneum that the latter cannot 
be lifted off separately. Not rarely even an operator has detached the 
parietal peritoneum under the impression that he was separating adhe- 
sions. In such a case, we must go as high up as possible, cut around the 
umbilicus — of course on the left, on account of the round ligament of the 
liver on the right side — and thus seek to reach the fundus of the cyst. 
Should this fail, we must carefully penetrate into the depth and evacuate 
the cyst. Then, entering the cyst, we must try to detach it, ordse, con- 
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tent with haying opened it, endeavor to secure its atrophy under antisep- 
tic dressing. 

Very rarely are the superficial adhesions so extensive and firm; more 
frequently they can bo loosened by stroking with the flat hand downward 
along the tumor. This loosening is commenced while the fluid is escap- 
ing, the resistance during traction with the forceps indicating the location 
of the adhesions. The trocar has the advantage that it is but little in the 
way during the loosening of the adhesions. Excessively firm adhesions, 
especially the cord-like ones and those to the omentum, should besought 
to be rendered accessible to inspection; should vessels run along the cord 
or should it be very thick, it is doubly ligated before its division. Oatgut 
may be used for this purpose, because it has little to hold here, and 
because too many silk ligatures irritate the peritoneum. Intestinal adhe- 
sions must be separated with great care. Should the small intestine 
appear adherent to the tumor, we musfc try to ascertain positively whether 
we have to deal with adhesion or whether the ovarian tumor perhaps is 
situated between the layers of the mesentery. In the latter case the 
operation is impossible, because the small intestines becomes gangrenous 
if detached for a great distance from the mesentery. Should the large 
intestine lie in front of the tumor, there may be a hydronephrosis or an 
echinococous of the pelvic connective tissue. Then, in the former case, 
at least a partial extirpation will be attempted; in both cases, drainage 
effected and after-treatment strictly according to Lister carried out. 

The adhesions in the lesser pelvis have been explained on p. 322. Should 
they be firm, it would be exceedingly dangerous to loosen them. In such 
cases, drainage of the fossa of Douglas has been repeatedly practised with 
success. A further opening of the fossa of Douglas by an incision would 
be more correct (Bardenheuer); for the intestines place themselves at the 
openings of the drainage tube and rapidly incapsulate it. The flexions 
of the tube and the difficulty of asepsis of the vagina render drainage 
scarcely commendable. It would be more correct to place a number of 
glass tubes, to act as levers, through the abdominal wound to the floor of 
the fossa of Douglas and thus to establish asepsis by irrigation. 

Schroeder obtained the best results by cutting off the upper part of 
the cyst and sewing the rest into the abdominal wound. The sac, thus 
separated from the peritoneum, rapidly diminished. This procedure 
would also commend itself for parovarian cysts. But the latter are gen- 
erally so conspicuously thin-walled that a pedicle can be formed directly 
from the cyst. 

Should tenacious cyst-contents fail to flow off, enough is scooped or 
dragged out to permit the passage of the tumor through the abdominal 
wound. In the case of numerous small cysts this would consume too 
much time, and the destruction of the large number of septa causes too 
great a loss of blood, besides rendering the operation untidy. Multiple 
ligatures, likewise, serve no purpose, as the threads or wires cut the tu- 
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mor. Therefore, the abdominal incision shonld be made as large as pos- 
sible, and the tumor sought to be lifted out by hand. Bapidity is neces- 
sary, as the tumor often breaks and bleeds; but care is equally important, 
lest adhesions be torn or portions of the tumor left in the abdomen. The 
latter cannot be aroided with friable cysts. 

The mode of operation in the case of solid ovarian tumors does not 
essentially differ from that described. 

Should the cyst-contents be ichorous, the wall is usually very friable; 
then we must endeavor, after puncture, to disinfect the contents as 
much as possible by irrigation and rinsing of the cyst This procedure 
consumes barely three or four minutes. After that the friable cyst is 
carefully removed. 

Should an intraligamentous tumor have migrated beneath the pelvic 
connective tissue; should a malignant tumor have infected the perito- 
neum; shonld we find, therefore, a multiple carcinoma of the perito- 
neum; should there be a micronodular neoplasm adherent all through 
the pelvis; should the case be one of intestinal carcinoma, or should per- 
haps no tumor at all be present, the abdominal wound is again dosed. 
Such attempts at operation are also made intentionally, as ^* exploratory 
incisions.'* 

After every uncleanly operation, ». 0., when cyst-oontents or blood 
have escaped into the abdomen, the '^toilet of the peritoneal space'' 
closes the ovariotomy. With the sponge, all adhering coagula are re- 
moved from the omentum, intestine, or parietal peritoneum. Then a 
sponge is firmly compressed with four fingers of one hand, and intro- 
duced into the fossa of Douglas. By relaxing the grip, the sponge 
absorbs the fluid. Often, when nothing can be seen above, the fossa of 
Douglas contains a large quantity of fluid. Should much of the cyst- 
contents have escaped into the abdomen, should universal adhesions have 
been severed which continue to bleed somewhat, the abdominal cavity is 
washed out. Five or six litres of warm salicylic solution (100 : 0.3) are 
allowed to flow into the abdomen, and are most simply discharged in the 
latero-abdominal position. Any kneading and pressing of the abdomen 
might again provoke increased hemorrhage. The fluid must finally 
escape dear. 

When the abdomen has been very greatly distended, the quilled 
suture is to be preferred to the button suture, but suppuration fre- 
quently occurs in the long suture tracks. Should the intestines inter- 
fere with the suture, by inflated loops inserting themselves between the 
wound, a carbolized cloth or sponge is to be laid upon the intestines. 
The sutures are then inserted above the cloth or sponge, which is care- 
fully removed subsequently, and the sutures tied. 

After the operation, we remain expectative. Only liquid nourish- 
ment should be given until the fifth day. Should septic peritonitis 
ensue, the patient is lost. The attempt has been made to save the 
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patient by opening the wound and irrigating the abdominal cayity, bnt 
ineffectoallj. However, should the sadden occurrence of acute anaemia 
indicate hemorrhage from the pedicle^ an additional ligation of it would 
be required. 

The prognosis is good when forty-eight hours have passed aseptically, 
i. e., without fever or increase of the pulse. The more rapidly and the 
higher the temperature rises, the more unfavorable is the prognosis. In 
general, ten per cent of those operated on die. In fortunate cases, the 
patient remains abed only ten to fourteen days. 
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CHAPTEB XVL 
HYSTERIA. 

Etiology. 

Ik the great majority of cases^ hysteria is a reflex neurosis due to 
irritation of the genital organs (Bomberg). Neither the occurrence of 
hysteria in children nor in old women speaks against this yiew. In 
children^ it would have to be placed parallel to precocious menstruation, 
in old women we would be justified in assuming that through the pro- 
longed abnormal neryous activity the functions of the peripheral neryes 
as well as those of the central organs haye become pathological. The 
fact that hysteria has been found with perfectly normal genital organs has 
no weight nowadays. For in extirpated oyaries absolutely nothing was 
found that could be interpreted as pathological, although the grayest 
'^ hysterical'' symptoms had completely disappeared after castration. 
Hysteria must be designated as a " neurosis," because the majority aud 
the most eyideut of the symptoms are coupled with neryous functions, 
eyen with certain nerye-tracks. 

The irritation leading to the reflex neurosis, to hysteria, is usually 
justly relegated to the ovary. For hysteria has been found with defect 
of the uterus. To be sure, in hysteria a number of symptoms are 
observed which are identical with certain subjective symptoms of preg- 
nancy. In the same way, we have stated before that indications, at 
least, of hysteria occur almost invariably with dislocations of the uterus 
and with chronic perimetritis. Thereby, however, no proof is famished 
that the irritated uterus is likewise to blame for the hysteria. For 
during pregnancy changes occur in the ovaries which are also found in 
the circulatory disturbances and dislocations of the uterus. 

A vast number of gynecological patients do not suffer from hysteria. 
It is necessary, therefore, to assume either generally predisposing or 
special etiological factors. Among the former we count heredity. 
To be sure, the observations here are inexact, because, owing to the dis- 
position to imitation of children in general, the child copies the hysteri- 
cal symptoms of the mother partly intentionally, partly spontaneously. 
Besides, hysterical mothers do not educate their children correctly, and 
thereby, as it were, plant the germs of the future disease. Furthermore, 
ike female nature is of etiological importance. Psyche and soma are more 
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dependent on eaoh other in woman than in man. Certain bodily changes 
peonUar to woman^ depending on the procreative faculty in the most 
comprehensiye sense^ are followed by eqaally certain mental impressions. 
The pathological condition of the mind reacts on the body of the woman 
to a much greater extent than on that of the man. In the same way^ 
a pathological bodily condition extends itself to the entire mental life 
and the disposition mach more directly than in the case of male indi- 
Tidnals. 

Among the special etiological factors belongs pre-eminently physical 
weakness. So-called acute hysteria is observed more freqaently in con- 
nection with prolonged sickness, in women who have become greatly 
weakened by long-continued lactation, or in such as have suffered gen- 
eral malnutrition in consequence of multiple labors, abortions, or hemor- 
rhages. Altogether, an explosion of hysteria is possible with every chronic 
gynecological affection. Prolonged irritations of peripheral nervous re- 
gions lead to reflex neuroses. Thus we often find enlargement and dislo- 
cation of the ovaries, perimetritic, parametritic, oridiopathicdisplacemsnte- 
of the uterus in hysterical women and virgins. The disappearance of the 
symptoms after the cure of the disease frequently proves the connection 
directly. I have seen a case of complete care of the gravest hysterical 
symptoms after menstruation had prematurely and definitely disap- 
peared with the atrophy of an ovary the size of the fist Freund has 
described a ^^parametritis atrophicans" as important. I have seen 
hysteria develop gradually with special frequency in chronic gonorrhoic 
perimetritis. All authors report^ and every physician has observed, that 
amenorrhma, menstrual irregularities, hence also disturbances of ovula- 
tion, are exceedingly frequent in hysteria. Dysmsnorrhcea likewise plays 
an important part, be its cause what it may. 

Depressing mental influences intensify, as it were, the predisposition, 
the nervous taint Also erroneous education, excessive coition, mastur- 
bation, sterility, impotence of the husband, and an unhappy marriage 
generaUy, are enumerated as of etiological importance. 

It is surprising that hysteria is infectious to some degree. A number 
of endemics have been described. In these the sight of certain hysterical 
symptoms, for instance, fits of laughter, crying, screaming, or convul- 
sions, caused other individuals to become affected with the like hys- 
terical symptoms. 

Symptoms. 

The symptoms, in the first place, concern certain nerve-functions; 
the perverted nervous activity again exerts its depraving influence on the 
whole individual We observe, in hysteria, hypermsthesim and neural- 
guB. For instance, on one-half of the body every tactile sensation is 
felt more intensely than on the other. The slightest touch of the skin 
oanses pain. Thus such a patient may be unable to comb her hair, and 
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always walks about with dishevelled hair because the slightest draught 
incites violent headache (hairache). There is a sensation as if the hair 
were continuallj bristling, and as if each particular hair were painful. 
This symptom occurs with special frequency in very ansBmic, and also in 
nursing women. 

In mastodynia the mammary gland is both spontaneously painful 
and especially so at every touch, even the slightest friction of the 
clothing. The breast has been amputated in order to terminate the 
unbearable condition. 

Moreover, thQ joints are at times hypermathstic, particularly the knee 
and hip joints. With this, even a swelling of the integument is said to 
have been observed, so that the condition may be mistaken for an inflam- 
matory articular affection. In a case of hysterical articular hyper- 
ffisthesia, the pains were so intense that the patient demanded amputation, 
and the amputation was even performed. 

Parenchymatous pains designate a condition very frequent in hysteria 
which might most appropriately be termed hysterical muscular rheumor 
tism. Here all motions of the entire body, of one or two or more ex- 
tremities, are painful, with a co-existing rigidity of the muscles. 

HypercBsthesim of tlie organs of special sense are purely subjective 
sensations and difficult to demonstrate as such. Hallucinations and per- 
versions of smell or hearing occur. An abnormally acute sense of taste, 
recognizing the components of every dish ; an incredibly sharp ear ; or 
an idiosyixcrasy against certain colors, odors, or sounds, are repeatedly 
mentioned. 

As to the character of the hysterical neuralgicsy the pain is often of 
quite a temporary nature and largely subject to mental influences. With 
great excitement, either joyful or mournful, the most violent pains occur 
suddenly or disappear abruptly. 

Universally known is the hysterical headache which but rarely affects 
the whole head. The name, clavus hystericus, characteristically des- 
ignates the very intense pain confined to a very small space. It is 
situated in the occiput, in the region of the sagittal suture, unilaterally 
in the forehead, sometimes also in the orbits so that the eyeballs appear 
painful. When it has existed for years, the forehead is usually cor- 
rugated toward the root of the nose, the eyes seem to lie very deeply, 'are 
surrounded by brown rings, the orbital fat is absorbed. Hysterical tooth' 
and face-ache likewise occur. 

Intercostal neuralgia is very frequent. The nucha and shoulders 
(omalgia, brachialgia) are also often the seat of nerve-pains. As in 
spinal irritation, certain vertebras are very sensitive to pressure. This 
form of the pains is so frequently observed that some investigators have 
identified hysteria with spinal irritation. If the entire spine is painful 
it is called rachialgia. More frequently the sensitiveness is confined to 
the lowest part of the spinal column. Under the name of coccygodynia 
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a peculiar neuralgia has been described which is not rarely to be referred 
to luxation of the coccyx by a fall or through labor. Stilly cases of coc- 
cygodynia occur which deyelop, in the presence of other hysterical 
symptoms, in a manner whic.i forces us to interpret them as a local 
hysterical phenomenon. In complete coccygodynia there is both spon- 
taneous pain and sensibility to pressure. The latter manifests itself 
especially by such patients being unable to sit for any length of time and 
suffering great pain when sitting down and arising. 

Sciatica and lumbar neuralgia are also obserred. Under the names 
of ovaricy hysteralgia, and hypercesthesta of the peritoneum there were 
formerly described some hypersesthesi® and neuralgi® which need no 
longer be assumed nowadays. Chronic inflammatory conditions of the 
pelvic peritoneum, or at least chronic nutritive disturbances in conse- 
quence of pathological circulatory relations and displacement of the 
pelvic organs, will be the source of these pains. On the other hand, the 
introitus of the vagina is often exceedingly painful. Despite a roomy 
vulva and vagina the patients scream during the examination. StiU 
there is no spasm of the sphincter, hence this hypersBsthesia must not be 
identified with vaginismus. 

As opposed to the hypersBsthesisB and neuralgisB, anasthesim and anal- 
gesics occur in hysteria. A patient, for instance, has so little sensibility in the 
hand that she does not know whether she holds an object or not. Even a 
sense of muscular consciousness has been assumed because many hysterics 
execute movements only when they control the movement with the eyes. 
When blindfolded, however, there is the consciousness of the completion 
of an intended movement without its being actually completed. This 
anaesthesia also occurs at the conjunctiva and the pharynx, so that de- 
ception must be excluded. Diminished electrical excitability was demon- 
strated in the muscles and nerves. Under analgesia we understand the 
strange condition in which, though the touch is perceived, pain is not 
felt That in chloroform narcosis every incision can be distinctly felt 
and heard without perceiving the pain, I have experienced on my own 
person. Something similar takes place in hysteria. In this category 
belong the notorious cases of hysterics who endured every pain, and not 
only permitted, but even provoked operations without complaining in the 
least of pain. One hysteric introduced needles beneath her skin and 
gradually had three hundred and eighty-nine of them removed by 
operation. Both the ansesthesisd and the analgesia are generally con- 
fined to certain nerve-tracks. 

In the organs of special sense functional disturbances likewise occur ; 
thus amaurosis has been repeatedly observed in hysteria, more rarely 
hysterical deafness. The latter was connected with intense tinnitus and 
clavQs. 

An abnormal sensation of heat occurs in the menopause in the shape 
of flying heat, in hysteria in a more intense degree. The abnormal 
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sensation of cold is probably more the consequence of bodily rest and in- 
door life. Especially hysterics who cannot be induced to go out become 
more and more sensitiye, and finally cover themselves in the most ludi- 
crous manner with all sorts of warm stuffs. Spontaneous complaints are 
also made of formication over the entire skin or in the extremities. In 
nearly every hysteric the skin is very indolent. The patients have a 
surprisingly dry, but slightly flexible, lax skin. 

The stomach and the intestines are often distended by gas, and in 
connection therewith a peculiar hysterical colic exists. The patients 
also have a sensation of fulness, so that they believe they have a swelling 
or tumor and assert that it is impossible for them to close their dresses or 
tie their skirts firmly. 

Intractable, spasmodic, long-continued vomiting is likewise observed 
in hysteria^ Withal the stomach can be quite healthy and tolerate even 
very heavy nutriment. Indeed, such patients often eat nothing for days, 
and then suddenly voraciously swallow large quantities. In the same 
way many hysterics drink so much that a hysterical polydipsia has been 
spoken of. The appetite manifests itself at unusual hours. Hardly a 
single Jiysteric eats regular meals like other people. Connected with 
this we find, of course, digestive disturbances, especially constipation. 
In other cases, although vomiting does not occur, a permanent hiccough^ 
singultus, renders the condition at least equally oppressive. Particularly 
during exitement and even when merely intending to speak, every eon- 
versation is rendered impossible by the singultus. Equally disagreeable 
is a continual yawning, and the subjective sensation of a rising ball, 
globus hystericus. 

At times the urinary secretion is altered. After hysterical spasms 
often an enormous quantity of urine is evacuated, while on the other 
hand positive retention occurs, the condition having been designated as 
hysterical ischuria. Here, too, there were disturbances of innervation. 

In connection with the heart different symptoms appear, such as very 
intense palpitation. Many patients also described the condition as a 
spasm of the heart — ^the heart, as it were, ceases to beat, or strikes the 
thorax quite irregularly and with varying intensity. Here we usually 
have, probably, a disturbance of innervation of the vagus, for in all 
pronounced cases there is an ample evacuation of urine at the end of the 
attack. The sphincter of the bladder is also at times spasmodically con- 
tracted. Thus some hysterics had to be catheterized for years. 

In relation to the respiratory organs, a spasmodic hysterical cough 
has been described in many ways. It ensues aiter an intolerable tickling 
in the larynx which incites the cough. The latter is toneless, hoarse, 
and annoys the patient excessively. In some cases the cough resembled 
pertussis— ever recurring paroxyms led to vomiting. Actual dyspnoea — 
hysterical asthma — and notably rapid respiration — hysterioid apnoea — 
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have also been repeatedly obserred. The hjsterieal spaem of the glottis 
has eyen been the cause of death. 

In the motor sphere, paralyses^ contractures and convulsive con- 
ditions occnr. In the paralyses, the mnsoalar contractility is normal, 
but the sensibility is reduced ; the often sudden disappearance of para- 
lyses after strong mental impressions is wonderf uL There are on record 
the histories of many patients who have lain in bed, paralyzed, for years 
and suddenly recovered. The prognosis in these cases is not unfavor- 
able. The paralysis affects arms and legs. To some extent, even con- 
tractures occur, so that the picture of hemiplegia and paraplegia is 
presented. Ptosis, strabismus, and facial paralysis have likewise been 
observed. Many patients even assert that they are completely paralyzed, 
have themselves fed, and lie motionless in bed, without any mental 
occupation, for months. Several cases are on record of somnolence even 
to apparent death and of somnambulistic conditions. 

The slightest degree of convulsions is the peculiar hysterical restless- 
ness very often appearing in the form of restlessness of the legs — OTm- 
etas iibiarum. With equal frequency we encounter the complaint of a 
peculiar sense of weakness and trembling in the forearms. The latter 
manifests itself especially by the patients being unable to perform either 
manual labor or to write. Whether vaginismus (oomp. pp. 100 and 341) 
can be interpreted as a local hysteria is very doubtful in spite of the ever 
repettted assertion. Altogether, sexual relations, dyspareunia, nympho- 
mania, or individual aversion to and ansssthesia during coition play but a 
subordinate part 

Fits of crying and laughing, often in rapid alternation, also fits 
of screaming, vociferations, belong to the picture of pronounced hys- 
teria. 

Actual convulsions, with or without consciousness, are a grave symp- 
tom of the most serious hysteria. These attacks, called hystero-epilyMy, 
have altogether the character of epilepsy. It is well known that in 
several patients it was possible to provoke these attacks by pressure upon 
the ovarian region. 

I have observed a hysteric patient who always falls insensible from 
this pressure as if narcotized, remains in a state of lethargy for two or 
three hours after, and does not regain her speech until a much later 
time. Whenever a word is to be spoken, all the facial muscles begin to 
tremble without a word being produced. In some cases the extremities 
remain in a forced position after the hystero-epileptic attack, bo that the 
patients continue for hours in distorted attitudes. 

In long-standing hysteria, the abnormal nervous activity nearly always 
leads to mental disturbances — the reflex neurosis changes into the reflex 
psychosis. The peculiarly rapid change of disposition, the permanent 
mental depression of hysterics are well-known. Oharacteristic is the 
craving to be admired and to be considered an interesting case. The 



344 ' THB DISBASBS OF WOMEN. 

greatest sacrifices are made to this passion. Thus hysterics have inflicted 
wounds on themselyes and irritated them until the condition became 
dangerous to life or even an amputation was necessitated. Frogs and 
worms, faeces and urine have been swallowed in order to appear interest- 
ing by the vomiting of these objects. With this wonderful strength of 
will in endurance, often a great relaxation and lack of energy in other 
things goes hand in hand. 

A very hysteric patient nearly always presents the appearance of a 
confirmed invalid, even if emaciation be often absent. The consciousness 
of being sick, the above-mentioned etiological conditions of mental de- 
pression produce a melancholy and helplessness expressing themselves in 
every motion and the entire demeanor. In slighter grades of hysteria, 
on the contrary, the patients are often remarkably sprightly, even inter- 
esting. Indeed, nearly all modem novel heroines are described with 
clearly marked hysterical traits. 

The course of hysteria is chronic, its duration unlimited. Complete 
cure is possible. Hysterical girls are at times thoroughly cured by mar- 
riage, maternity, and maternal cares. In the climacteric period hysteria 
ceases; usually y however ^ very gradually. But it may also continue to 
the most advanced age. Although, in some cases, pandyses, convulsions, 
and the graver symptoms generally, cease gradually, still nervousness, 
'^ irritable weakness,'' as well as slight physical and mental capacity, re- 
main. With great excitement and renewed depressing influences, grave 
symptoms may again recur, even after they had ceased for years. 

Diagnosis and Prognosis. 

It is essential here to know all the symptoms sufficiently so as not to 
be led, perhaps, to seek grave organic lesions at the root of the hysterical 
symptoms, rather than to form a diagnosis. Thus careful observation 
for weeks is often required so as to exclude spinal affections in the case 
of rachialgia, etc. In the same way careful electrical examination is 
necessary in contractures and paralyses. Arthritic pains, hysterical 
ischuria, and polydipsia have also been mistaken for diseases with simi- 
lar symptoms. 

It has been already stated that many a hysterical patient, in order to 
appear interesting, invents the most incredible things and continually 
speaks untruths. We must, therefore, be careful and not believe every- 
thing. On the other hand, the very fact that such falsehoods are brought 
forward is pathological. It is especially important to separate the symp- 
toms of hysteria from those of the morphine habit. Inasmuch as both 
often concur, and as all morphine eaters lie and are possessed of little 
sense of honor, such a case requires the most careful study. 

The prognosis is bad in the grave forms. In the slighter hysterical 
phenomena, the prognosis depends on the possibility of detecting the etio 
logical connection and of removing the causative agencies. In general. 
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those cases in which a single symptom is pronounced, even if to a high 
degree, are prognostically more fayorable than cases of slight multiple 
hysteria. 

TrecUment. 

According to oar representation, in especially grave cases, it would be 
justifiable to remore that organ to the irritated condition of which the re- 
flex neurosis of hysteria is due; jast as a reflex epilepsy has been cared by 
nerye-stretching or the excision of a cicatrix. Therefore, the removal of 
the OYaries, castration, would be valid as rational treatment. And 
indeed, in recent times, this course has been by pursued Battey, Hegar, 
and others. However, castration is an operation endangering life, while 
generally hysteria does not jeopardize it. Hence only when the condi* 
tion caused by the reflex neurosis is such as to directly threaten life, or 
if the health is undermined and life thus indirectly endangered, would 
the heroic treatment by castration be justified. Therefore, castration 
would be indicated in cases of hystero-epilepsy, hysterical spasm of the 
glottis, cough, or intolerable dysmenorrhoea; moreover, perhaps, in cases 
in which the outbreak of a psychosis could be assumed as certain should 
the insufferable condition continue. 

It is clear that, in proportion as it is possible to rob laparotomy of its 
dangers, such operations will be more permissible. Those who interpret 
hysteria, not as a reflex neurosis, but as a multiple nervous affection, 
will have to differ regarding the justification of castration. 

The difficulty of castration is not to be underestimated. In parous 
women, that is, those with lax abdomiaal walls and movable pelvic 
organs, castration can be performed as in play. With firm, fat, tense, 
virginal abdominal coverings, however, with slightly movable uterus, the 
operation may be exceedingly difficult. Acute or subacute perimetritis 
contra-indicates castration. It is also to be cautioned against when so many 
pseudo-membranes are present that in the preceding combined examina- 
tion the ovaries cannot be demonstrated distinctly, and isolated. In 
these cases the removal of the ovaries would-be a matter of chance, and 
laparotomy, therefore, be unjustifiable. However, the question of the 
permissibility of castration in hysteria requires the empirical proof of 
good results rather than a logical jtistification by scientific reasoning. 

In coccygodynia, the coccyx has been circumcised subcutaneously or 
completely extirpated. Should the coccyx be luxated or displaced, 
shoidd it be quite isolated and not sensitive to pressure, the operation is 
justified. But should, as is often the case, the sensibility extend also to 
superior portions, the pains will return sooner or later after the extirpa- 
tion. The technique of the operation is simple — a longitudinal incision 
is made, the small bone is grasped with forceps and torn out, firm adhe- 
sions being separated with knife and scissors. A clean, merely cutting 
''excision'' is difficult, owing to the deep situation of the bone. The 
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reottmiy the only part endangered, is protected by the introdaction of a 
finger and the control exercised by the latter. 

There are no specific remedies for hysteria. Every ascertained alhe- 
tion of the genital organs will be sought to be remoyed. Furthermore^ 
all the functions of the body must be regulated, the body must be brought 
to normal conditions. Should this be impossible under the domestic 
relations, the patient must be brought to an institution devoted to ner- 
vous diseases. Assimilation, digestion, sleep, out-door exercise, reading, 
work of all kinds — in short, nothing should appear unimportant to the 
attending physician. The patient is to be treated in a painfully atten- 
tive manner, with conscientious care, and tireless perseverance, so that 
the mode of life for every hour is prescribed. Should it be really possi- 
ble to control the patient accurately both in psychic and somatic relations, 
results will be secured. 

Narcotics should never be employed in hysterical patients without 
necessity. The largest percentage of morphine eaters is furnished by 
hysterics, and here again the blame attaches to many physicians who are 
ever ready to exorcise the evil hysterical spirit with the hypodermic 
syringe. 

In the line of baihsy the cold-water cures are justly in favor. The 
diminished activity of the skin points to the utility of baths. 
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Abdominal cayity, ascitic effusion into 

the, 820. 

cavity, effusion into the, 

from ovarian tumors, 815. 

cavity, purulent effusion 

intothe, 271, 281, 286. 
cavity, tumors of the, Sd8. 
tumors, differential diagno- 
sis of, 826. 
Abortion due to retroflexion, 197. 
Abscess, cold peritonitic, 286. 
extraperitoneal, 266. 
of the bladder, 108. 
of the cervix, 169. 
of the vulva, 74. 
ovarian, 801. 
parametritic, 271. 
pelvic, intraperitoneal, 282. 
perimetritic, 281. 
uterine, 153. 
Abstraction of blood, 59. 
Add, nitric, as a caustic, 64. 

pyroligneous, application of, in 
endometritis, 166. 
Acne of the vulva, 77. 
Adenoid of the vaginal portion, 168. 
Adenoma, cervical, 168. 

malignant, 251. 
of the ovary, 805. 
of the uterus, 262. 
Adhesions due to cauterization, 65. 

of ovarian tumors, 811, 885. 
of the tubes, 297. 
of the uterus in perimetritis, 
286. 
.Solipile, the, 65. 

After-treatment in gyneoological sur- 
gery, 46. 
of ovariotomy, 886. 
Ala vespertilionis, 6. 
Amaurosis, hysterical, 841. 
Amenorrhoea, 19. 

after haematoma of the 

ovary, 808. 
in hysteria, 808. 
Amman's stem pessary, 186. 
Ampulla of the oviduct, 6. 
Aimmtatlon of the cervix for'erosions, 
151. 
of the cervix for hypertro- 
phy of the vaginal por- 
tion, 151, 215. 



Amputation of the cervix for inversion 
of the uterus, 224. 
of the cervix for prolapsus, 

215. 
of the cervix in chronic 

metritis, 66, 151. 
of the vaginal portion for 
cystic degeneration, 176. 
of tne vaginal portion with 
the galvano-cau Stic 
knife, 66. 
Schroder's supravaginal, 
259. 
AnsBsthesia in hysteria, 841. 
Analgesia in hysteria, 841. 
Anamnesis, 28. 

Anteflexion, castration for, 188. 
of the uterus, 179. 
of the uterus with pnv 

lapse, 210. 
pes^uy, 188. 
with col tapiroid, 180. 
with posterior fixation, 
180. 
Anteposition of the uterus in hsomato- 
cele, 289. 
of the uterus in ovarian 

tumors, 811. 
of the uterus in perimetri- 
tis, 282. 
Anteversio-flexion, the result of a myo- 
ma, 189. 
Anteversion of the uterus, 188. 

the result of abortion, me- 
tritis, and perimetritis, 
189 
« Anticipated climax,'' 248. 
Antisepsis during laparotomies, 58. 
gynecological 44. 
rules for prophylactic. 44. 
Antiseptic treatment of gynecological 

wounds, 46. 
Anus prsetematuralis vestibularis, 71. 
ApncBa, h^terical, 342. 
Ascites, differential diagnosis of, 890. 
Astluna, hysterical, 842. 
Astringents for vaginal injections, 66» 
Atresia ani et vulvas completa, 71. 
ani, prognosis of, 78, 
ani vaginalis 71. 
ani vestibularis, 71, 
hymenalis, 142. 



348 



INDBX. 



Atresia of the tubes, 297. 

uterina, 142. 

vaginalis, 142. 
Auscultation in abdominal tumors, 
821. 

BaciUi, 67. 

Bartholinitis, gonorrhoic, 76 

Bartholin's gland, anatomy of, 2. 

gland, inflammation of, 80, 

81,94. 
gland, new-formations of, 
84. 
Baths in hysteria, 846. 

in metritis, 158, 159 
in parametritis, 274. 
in perimetritis, 288. 
sabne, in perimetritis, 288 
Billroth*s forceps, 883. 
Bischoff*s colporrhaphy, 219. 
Bladder, anatomy of, 8. 

carcinoma of the, 115. 
catarrh of the, 107. 
diphtheria of the, 108. 
diseases of the, 104. 
diverticulum of the, in pr61iq;>- 

sus, 211. 
drainage of the, in fistula, 119, 

126. 
ectopia of the, 104. 
fissure of the, 104. 
hemorrhage of the, after fistu- 
la operation, 126. 
inflammation of the, 106, 
inversion of the, 105. 
lesions of the, 115. 
new-formations of the, 118. 
I)erforation into the, in ovarian 

abscess, 301. 
X>erforation into the, in para- 
metritis, 270. 
perforation of the, traumatic, 

115. 
tuberculosis of the, 115. 
villous tumor of the, 118. 
Blood, abstraction of, 59. 

abstraction of, in metritis, 158, 

159. 
abstraction of, in perimetritis, 

287. 
accumulation of, in atresia, 142. 
accumulation of, in hsdmato- 

cele, 289. 
accumulation of, in hsematoma, 

291. 
cysts of the ovaries, 803. 
vessels of the female generative 
organs, 9. 
Boseman's catheter, 48. 

speculum, 89. 
Braun's syringe^ 68. 

syringe, method of employing, 

67. 
syrinflpe, modifications of, 68. 
Byme*s speculum, 66. 
tenaculum, 66. 



Cachexia, cancerous, 254. 
Carcinoma of the bladder, 115. 
of the cervix, 249. 
of the ovary, 805, 808. 
of the uterus, 249. 
of the vagina, 99. 
of the vulva, 81. 
papillomatous, 250. 
villous, 118. 
Carcinosis of the peritoneum, 260. 
Caruncle, urethral, 128. 
Carunculse myrtif ormes, 2. 
Castration for antefiexion, 188. 
for hysteria, 845. 
for myoma, 248. 
Catarrh of the bladder, 107. 

of the cervix uteri, 169. 

of the internal sartace of t3i0 

uterus, 161. 
of the vulva, 74. 
Catheter & double oourant, 48. 
Bozeman's, 48. 
double current, 48. 
Sohflcking*s, 51. 
Catheters, Fritsch's, 48. 

uterine, 47, 48. 
Cauliflower excrescence, 250. 
Caustics, the application of, 61. 
Cauterization in uterine carcinoma, 257. 
method of, 64. 
of the cervix for erosion, 

175. 
of the internal surf^u>e of 
the uterus, 67. 
Cautery, actual, the employment of, 

65. 
CeUuUtis, pelvic, 265. 
Cervix Scnroeder's division of the, for 
the elucidation of the anato- 
mv of prolapsus, 209. 
uteri, affections of the, 168. 
uteri, amputation of, in pro- 
lapsus, 215. 
uten, amputation or excision 

of the, 66, 151, 21%. 
uteri, catarrh of th^, 169. 
uteri, cystic degeneration of 

the, 178. 
uteri, dilatation of, instrumen- 
tal, 41, 48, 188. 
uteri, dilatation of, with la- 

minaria tents, 88. 
uteri, dilatation of, with 

sponge tents, 89. 
ut^ erosion of the, 169, 177. 
uteri, excision of, in conical 

vaginal portion, 189. 
uteri, excision of, in hypertro- 
phy, 189, 215. 
uteri, follicular erosion of the, 

171. 
uteri, glandular hyperplasia of 

the, 173. 
uteri, hypertrophy of the, 189^ 

169, 180. 
uteri, incisions into the, 187. 
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Oerrix uteri, mucous polypi of the,172. 
uteri, myoma of the, 228. 
uteri, papillomatous erosion of 

the, 171. 
uteri, stenosis of the, 186. 
Chadwick*s ffynaecological table, 84. 
damp, the, In ovariotomy, 882. 
Clavus hystericus, 840. 
Climaoteric, 19. 
*' Climax, anticipated.** 248. 
Clitoris, anatomy of, 2. 
Coccygodynia, 840, 845. 
Col tapiroide. 189. 
Colic, hysterical, 842. 
Colica soortorum, 284. 
Colpitis, 92. 

acute universal, 94. 
emphysematosa, 9S. 
gummosa, 95. 
Colpohyperplasia cystica, 96. 
Colpo-hysterotomy, 260. 
Colpo-myomotomy, 289. 
Cdlporrhaphy, BischofiTs, 219. 
Hegar's,220. 
Simon's posterior, 219, 
Winckel^ 220. 
Columnso mgarum, 8. 
Combined examination, 27. 

examination, i>osition of the 
hands during, 27. 
Conception, theories of, 21. 
Cond^omata, broad, of the vuhra, 76, 
79 
pointed, of the vulva^ 81. 
Conical excision of the vaginal portion, 
189. 
vaginal portion, 189. 
ConsensuaTphenomena, 24. 
Contents of ovarian cysts an aid in di- 
agnosis, 824. 
Convulsions, hysterical, 848. 
Corpus luteum, fibroma springing from. 



Cruciform union after amputation of 

the vaginal portion, 216. 
Crura clitoridis, 2. 
Curette, dull, 70. 

sharp, 70. 
Curetting of the uterus, 69, 167. 
Cumulus proligerus s. ovigerus, 8. 
Cusco*s speculum, 88. 
Cystitis. 106. 
Cystooele, 204, 206. 

Cystoma, ovarian, schematio diagram 
of the relations of growth of an, 806. 
Qjrstomata of the ovary, 806. 
^sto-myoma, 229. 
C^Bts of Bartholin's glands, 84. 

of the broad ligaments, 296, 820. 

of the cervix uteri, 178. 

of the ovaries, 804. 

of the parovarium, 296. 

of the round ligaments, 296. 

of the vaffina, 99. 

of the vulva, 84. 

tubal, 297. 



Decidua, menstrual, 162. 
Defectus uteri, 184. 
Dermoids of the ovaiy, 810. 
Descensus, isolated, of the vaginal 
wall, 204. 
of the vaginal wall with 
descensus of the uterus, 
206. 
primary^ of the uterus, with 
inversion of the vagina, 
207. 
Development, history of, of the female 

genitals, 180. 
Diagnosis, general, 28. 
Diagram of the foetal genitals, 180. 

of the surface freshened in 

fistula operation, 128. 
of the suture in fistula operar 
tion, 124. 
Dilatation of the bladder, 118. 
of the cervix, 88, 41. 
of the rectum, 28. 
of the uterus, forcible, 42. 
of the uterus, mechanical,41. 
of the uterus, Schroeder's 

method, 42. 
of the uterus with tents, 88. 
Dilator, Schultze's, 41. 
Dilators, Fritsch's uterine, 41. 
Diphtheria of the bladder, 108. 

of the vulva, 77. 
Discharge in cauliflower growths, 262. 
in cervical catarrh, 168. 
in endometritis, 158. 
in mucous polypi, 262. 
in uterine carcinoma, 262. 
in uterine sarooma, 261. 
in vaginitis, 96. 
Dislocation of the ovaries, 801. 
of the tubes, 298. 
of the uterus, 179. 
Douglas, folds of, 6. 

folds of, inflammatory short* 

eninff of, 181. 
fossa of, 5. 
Drainage tube with transverse tube, 6L 
Dropping tube, Schtlcking's, 61. 
Dropsy of the Oraafian follicle, 804. 

of the tube, 297. 
DysmenorrluBa, 19. 

in anteflexion, 182. 
in metritis, 166. 
in perimetritis, 279. 
in uterine myoma, 189L 

281. 
membranous, 162. 
Dysuria in anteflexion, 182. 

Echinoooocus of the kidney, 828. 

of the Uver, 828. 

of the uterus, 264. 

pelvic, 296. 
Ecraseur, 268. 

KoBberl^'s wire, 248. 
Ectopia of the bladder, 104. 
Eotropium of the os uteri, 177. 
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Bosema of the Tulva, 77. 
ElephantianiB of the vulya, 89, 
Elevation of the uteros, 835 
Elyferorrhi^hy, 218. 
Emmet's operation for lacerated cervix, 

178. 
Endoceryicitis, 168. 
Endometritis, acute, 161. 

chronic, 161. 

fungoea, 162. 
ESndometriam, diseases of the» 16L 
Endoealpingitis, 207. 
Enterocele vaginalis, 206. 
Enucleation of myomala, 244. 
Episiorrhaphy, 218. 
Epispadias, 78. 
Epithelioma, 260. 

E^rgotin injections for myoma, 887. 
Erosion of the cervix, Schroeder^B 

method of operation for, 177. 
Esthyomdne, 84. 
Evidement, 69. 
FfTft"^^"^^*^", combined, 27. 

combined, position of the 
hands during, 27. 

from the rectum, 28* 

with specula, 82. 

with the sound, 20. 
Examinations, general remarks on, 26. 
Excavation, vedco-uterine, 5. 
Excision, conical, of the vaginal por- 
tion, 189. 
Elxtemal genitals, anatomy of, 1. 
Extirpation, total, of the uterus, 258, 

259. 
Elxtrauterine pregnancy, 819. 
Exudation, extraperitoneal, 265. 

intraperitoneal, antepoeing 

the uterus, 198. 
large intraperitoneal, 282. 

Fasces, importance of removal of, pre- 
vious to operations, 58. 
Fallopian tubes, danger of forcing fluids 

through, 69. 
Fecundation and its consequences, 20. 
Fibro-cystic tumors of the broad liga- 
ment, 295. 
tumors of the uterus, 229, 
825. 
Fibroma of the broad ligament, 295. 
of the ovary, 809. 
of the pelvic connective tis- 
sue, 295. 
of the round ligament, 296. 
of the tubes, 298. 
of the uterus, 226. 
of the vanna, 100. 
of the vulva, 88. 
Fimbrisa of the oviduct, 6. 
Fissure of the bladder, 104. 
Fistula, due to carcinoma, 258. 
ileac, 108. 
intestinal 288. 

operation^ after-treatment, 126. 
recto-vagmal, 102. 



Fistula, reoto-vesioal, 127. 

uretero-vaginal, 116, 126^ 121 

urethro-vaginal, 116. 

vesical, in carcinoma, 11^ 

vesico-oervical, 116. 

vesioo-vaginal, 115. 

veeioo-vaginal, treatment oL 
119. 

vesico-utero-vaginal, 116. 
Fdllides, Graafian, 7. 

of the vaginal portioa, ITS. 
Follicular hypertrophy, 178. 
Forceps, arterial, of Ejdberl6 and P6an, 
881. 

arterial, of Spencer Walk, 88L 

BiUroth's, 8^; 

Muzenx's. 86. 

miaton's, 882. 

Simon's, for opecating «& the 
female bladder, 114. 

spoon, 248. 

Wells's ovariotomy, 882. 
Fossa navicularis, 1. 
Frenulum, 2. 

fVeond's operation for laceration of the 
perinasum, 86. 

method of extirpatioii of the 
uterus, 259. 
Fridke's episiorrhaphy, 218. 
Fritsch's catheters, 48. 

leg-braces, 88. 

needle-holder, 124. 

operation for laceration of the 
perinapum, 87. 

pessary forceps, 190. 

trocar, 880. 

uterine dilators, 41. 

Qalvano-cautery, 66. 
Ganffrene of the vulva, 76. 
Gemtals, external, 1. 

internal, 8. 
Qland, Bartholin's, anatomv of, 2. 

Yulvo-vaginal or vulvo-vestilNiu 

lar, 2. 
Globus hystericus. 842. 
Graafian follicle, dropsy of tiie, 804. 

follicle, Inflammation of tfaew 
801. 

follicles, 7. 
Growth of ovarian tumors, 811. 
Gynatresiae, operations for, 148. 
the, 180, 142. 

Hasmatooele, 808. 

anteuterine, 290. 

extraperitoneal, 291« 

intraperitoneal, 289. 

pelvic, 289. 

retro-uterine, 289. 
Haematocolpos, 148. 
Haomatoma, free, of the uterus, 264. 

of the ovary, 808. 

of the pelvic connective 
tissue, 291, 294. 

of the vulva, 77. 



IHIHCX. 



851 



Httmatametra, 148-145. 

difiPerential diagnoaifl 

of, 286. 
in a rudimentanr oomu, 

148. 
of the tubes, 144. 
unilateral, 148. 
Hematosalpinx, 144. 
Hair in dermoid cjsts of the ovary, 810. 
He^ar^s oolporrhaphy, 220. 
Hemorrhage in adenoma, 268. 

in carcinoma, 252, 254. 
in inversion of the uterus, 

228. 
in myoma, 281. 
in retroflcodon, 106. 
in sarcoma, 261. 
into ovarian cysts, 814. 
into the ovary, 808. 
into the tubes, 144, 207. 
of the bladder after fistula 

operation, 126. 
of the broad ligaments, 
201. 
Hernumhroditism, 78. 

bilateral, 74. 
lateral, 74. 
transverse, 74. 
unilateral, 74. 
Hernia of the ovaries, 800. 
of the uterus, 225. 
of the vulva, 84. 
Herpes of the vulva, 77. 
Hiccough, hysterical, 842. 
Hildebrandt^ operation for laoenition 

of the perinceum, 86. 
Hodge pessaries, 108. 
Homann, Katharina, external genitals 

of. 74. 
Hook, double tenaculum, 86. 

sharp, 86. 
Hydatid of Morgani, 200. 
Hydrocele of the round ligament, 206. 
Hydrometra, 148. 
Hydronephrosis, 885. 

due to uterine carci- 
noma, 264. 
position of intestine 
in, 886. 
Hydrops f oUicularis, 804. 

tubeB proAuens, 207. 
Hydrostatic diamf ecting wiATihltiA^ 51, 
Hymen, anatomy of, 2. 

atresia of the, 142. 
HypersBsthesia in h vsteria, 880. 
Hypersecretion of tne uterus, 180L 
Hypertrophy, follicular, 178. 

of the cervix, 200. 
of the clitoris, 82. 
of the ovaries, 801. 
of the uterus, Wk 
of the vulva, 82. 
Hypoplasia of the uterus, 186. 
Hypospadias, 78. 
^steria,888. 

castration for, 845. 



Hysterical symptoms in retioflaxioii, 

196. 
Hystero-epilepsy, 848. 
Hysterophores, 218. 

Incarceration, symptoms of, in myo- 
ma, 280. 
symptoms of. in ovarian 

tumors, 816. 
symptoms of, in retro- 
flexion of the gravid 
uterus, 107. 
Injections, cold, for hemorrhages, 288. 

vaginal, 56, 57. 
Instillation, 50. 

Internal genitids, anatomy of, 8. 
Inversion of the uterus, m. 
Involution, senile, 21. 
Iodine, tincture of, in metritis, 164. 
tincture of, in myoma, 1EHI8. 
tincture of, in parametritis, 276. 
tincture of, in perimetritis, 287. 
tincture of, in vaginitis, 08. 
Iron, tincture of sesquiohioride of, for 

intrauterine application, 68, 167. 
Irrigation, permanent, 50. 
Irrigations, vaginal, 56, 57. 

visual, in parametritis, 

Knee-dbow i>osition, 26. 

Knife for incifling the os uteri, 188. 

for scarification, 60. 
Knives for fistula operation, Simon's, 

122. 
K6berl6*s artery forceps, 881. 
wire ^oraseur, 248. 

Labia majora, anatomy of, 1. 
minora, anatomy of, 1. 
Laoetatlon of the perimeum, 84. 
Laminaria tents, 88, 80. 

tents, method of i^yplioatioii, 

40. 
tents, production of aseptic, 
80. 
Lapaio-myomotomy, 280, 246. 
Laparotomies, antisepsis during, 68. 
Laparotomy in gynatresisd, 140. 

in ovarian tumors, 820. 
Laxatives, in general, 158. 
Leeches, use of, 50, 60. 
Leg-braoes, Fritsch's, 88. 

for ano-dorsal position, 120. 
for ely trorrhaphy, 214. 
ligament, broad, anatoniy of, 5. 

broad, cysts 01 the, 205. 
broad, hemorrliage into the, 

280. 
broad, myoma of the, 205. 
broad, pluegmon of the^ 266. 
ovarian, 7. 

round, anatomy of, 6. 
round, disooseo of the, 206. 
ligamentum teres, 5. 
lipoma, abdominal, 827. 
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lipoma of the omoititm, S?7. 

of the tube, 298. 

oftheTiihrs,M. 
liquor foUicnli^ 8. 

Lister dmring after laparotomiei, 54. 
LofKii of the Tnlra, 84. 

Macfatne. hjdroiteftic dinfectiiii^ 5L 
JiaifdrnuitioiM, diaamiiM nfaistntiTe of, 

of the mhrm, Tt. 

MMtoSjmia, 840. 
Ms jer'f rubber rio^ 190. 
Jfembnuim gmralom, 8,804. 
MeooMMe, 10. 
MentcruAtio pneooz, 19. 
•efotina* 19. 

Metantii» acute, 168. 

duooic, 154. 
KeeoMlpinz, 8. 

Metamorphoeea of o v arian tBmow» 811« 
Moos Veoeria, auatomj o^ I, 
Morgafiini, h jdatid of, 880. 
Kuxeox's foroepa, 88. 
IfToma, ergoifn in jectiooa fdr, 887. 
large cemcal, 888. 
large gub m uoooa, wwiiloon a 

broad baae, 288. 
of the anterior uterine wall, 

228. 

of tfaeuiema, 288. 
of tfaeTaffina^ 100. 
of the TulnL 88. 
MyomaU pediculatod, 288. 

uterine, aa a oaoaa of aoto- 
flezion,188. 
If yomotomy, 880. 

Narootics, to be used matbuAy in bm» 

teria, 848. 
Needle-holder, 00. 

Friteoh's, 184. 
Nelaton'e f oroeps, 882. 
Nerves of the pelvis, 11. 

of the uterus and ovaiy, 10. 
Neuralgia in hjsteria, 880. 
Nitric acid as a oaustio, 84. 
Noma of the vulv% T7« 

Obliteration, transverse, of the vagina 

for f&stula, 125. 
Oophoritis, 801. 
Opsrations, general consideratloiis in. 

Ovarian fimbria, 8. 

fluids obtained by tapping an 
aid in diagnosiB, 824. 

ligament, 7. 

tumors, their relation to the 
neighborhood, 811. 
OvarieSi accessory, 800. 

diseases of the, 800. 

dislocation of the, 801. 

inflammation of the, 801. 




Ovaritis, 80L 

Ovaiy, adenoma of tfa^ 8861 

anatomy of, 7. 

caicinoiiia of tiie, 886^ 888L 

cystomata of tiie, 88BL 

temoids of the, 818. 

fibroma of the, 808. 

hsaiatomaoft]M,888. 

hemtaof tiie, 800. 

papffloma of tiie, 80BL 

sarooma of the, 868. 
Ovidnct> anatomy cJ, 8. 
OvulaNabotfai 172. 
Ovulation, 15-20. 
Ovum, amtnmy of, 8. 

P8lpitation of the heart, ^iterieal, 
Pspilloma of the ovaiy, 806. 
of the vulva, 80. 
PSMiuelin*s thenno-canteiy, 88. 
Fualysis due to exudations, 27QL 
due to retroOezion of t*^ 

vid utens, 198. 
hysterical, 848. 
285. 
Pftravai^nitis, 96. 
Fuovarium, anatomy of, 8. 
Fedide in ovariotomy, 
884. 
of ovarian tumors, ni« 
of ovarian tumon^ tmsiu n of 
818. 
Pdvio connective tissne, 287 

connective tissue, heumtihage 

into the, 291. 
connective tissue, inflammation 

oftheL285. 
connective tissue, new fo 

tionsinthe, 294. 
organs, anatomy of, 8. 
section, horizontal, 
diagram of a, 287. 
Pttimetriti&>78. 
FerinsBum, laceration of the, 84. 

laceration of, in prol^MMy 

205. 
laceration of, opOTatkNisftx^ 
85. 
Bsritooeum, anatomy of, 5, 277. 

carcinosis of the, 280. 
in proh^MRis, 21()L 
Peritonitis, adhesive, 288. 

pelvic, 278, 
Pessaries, Hodge's, 198. 

intra-uterine, in anteflirrinn , 

188. 
medicated, 69. 
Schultae's figuie4>f«dl8N» 
200. 
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Pessaries, transverae bar, 817. 
Pessary, anteflexion, 188. 

forceps, Fritsch's, 190. 
. 8chultze*s sleigh, 208. 

!; ■ Thomases, 200. 

** Zwanck's, 217. 

PhagedfiBnic ulcers of the labia, 76. 
Phlegmon of the broad ligament, 265. 
Physiolo^ of the female generative or- 
. gans, 15-22. 

^ Pincette, Sims' and Hegar's, for nasp- 

ing folds of vaginal muscosa during 
excision, 214. 
Plaques muqueuses of the vulva, 75. 
Play fair's sound, 61. 
Polypi, fibrous, 228, 282. 
mucous, 282. 

mucous, sdssors for the abscis- 
sion of, 178. 
Polypus, fibrinous, of the uterus, 264. 
mucous, of the cervix uteri, 

172. 
mucous, of the uterus, 262. 
f* sdssors, 240. 

Position for the perineal operation, 88. 
of patient for permanent irri- 

gation, 52. 
of the Fallopian tubes, 14. 
P of the ovaries, 14. 

of the patient for examination, 

26. 
of the uterus, 12. 
PrsBputium clitoridis, 2. 
Priessnitz compresses in parametritis, 
i 275. 

Prolapse of the anterior vaginal wall; 
descensus of the uterus, 206. 
of the uterus by increased 
pressure from above, trac- 
tion from below, or absence 
of the physiological sup- 
ports, 208. 
primary, of the uterus after 

retroversion, 208. 
total, of the uterus and of 
both vaginal walls, 207. 
Prolapsus of the uterus, 204. 

operation, Hegar's, 220. 
Prophylaxis in gynecological surgery, 

Pruritus vulvae, 75, 78. 
Psychosis of hysteria, 848. 
Pulse, necessity for watching, 50. 
Pyometra, 148. 

Questions for general diagnosis, 24. 

Rachialgia, hvsterical, 840. 
Recto-vaginal fistulsd, 102. 
Rectum, anatomy of, 9. 

examination from the, 28. 
Remedies, the effect of, on the internal 

surface of the uterus, 67. 
Reposition, bimanual of the uterus, 199. 
Retrofiexion, diagram of high degree 
of, 194. 
23 



Retroflexion, hysterical symptoms in, 
196. 

of the uterus, 194. 

of the uterus with pro- 
lapse, 210. 
Retropoeition, retroversion with ante- 
flexion, 181. 
Retroversion, late puerperal, 191. 

of the uterus, 191. 
Rheumatism, muscular, hysterical, 840. 
Rods, uterine, 62. 
RosenmCdler, organ of, 8. 
Round ligament, diseases of the, 295. 
Rupture of ovarian cysts, 811. 
Ruptures, perineal, 84. 

Salpinx, anatomy of, 6. 
Sa]xx)ma of the ovary, 809. 
of the uterus, 261. 
of the vagina, 100. 
Scarification, 60. 

of the cervix in catarriu 
175. 
Scarificator, 60. 

Schroeder's division of the cervix for 
the elucidation of the 
anatomy of prolapsus, 
209. 
extirpation of the uterus 
through the vanna, 260. 
method of dilatation, 42. 
method of operation for 
the removal of erosions, 
177. 
sunravaginal amputation, 

Schtlcking's catheter, 51. 

dropping tube, 51. 
Schultze's dilator, 41. 

figure-of-eight pessaries, 200. 
sleigh pessary, 208. 
sound, 29. 
test tampon, 59. 
Sciatica in hysteria, 841. 
Scissors for the abscission of mucous 
polvpi, 178. 
Sieboid's polypus, 240. 
Sea tangle tents, ^, 89. 
Section, horizontal oblique, of the pel- 
vis, 277. 
Senile involution, 21. 
Sensations, abnormal, in hysteria, 841. 
Siebold's polypus scissors, 240. 
Silver nitrate aa a caustic, 68. 
Simon and Hegar's operation for lace- 
ration of the perinsdum, 86. 
Simon's forceps for operating on the 
female bladder, 114. 
knives for fistula operation, 122. 
posterior colporrhaphy, 219. 
sharp spoon, 69, 70. 
speculum, 87. 
Sims' ana Hegar's pincette for grasping 
folds of vaginal mucosa during 
excision, 214. 
position, 84. 
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Sims' poittkm, adTuitagw and dkad- 
Tantages of, 86. 
speculum, 85. 
Singoltos, hysterical, 842. 
Sitz-bath, saline, in parametritis, 274. 
Sloogliii^ in carcinoma, 252« 
in fibroma, 288. 
in OTarian cysts, 814. 
of peritoneal exudations, 
cause of, 282. 
Somnolence, hysterical, 848. 
Sound, examination with the, 20. 
Playfair*s, 61. 
uterine, 29. 
Sounding, dia^^KMtic points to be ascer- 
tained by, 80. 
in dysmenorrhoaa, 186. 
of the tubes, 81. 
perforation of the uterus by, 
81. 
Specula, cylindrical, 82. 

examination with, 82. 
Fergusson's, 82. 
Speculum, Bozeman's, 89, 
Byrne's, 66. 
Cusoo's,88. 
gigantic, 176. 
opaque glass, 88. 
Smion's, 87. 
Sims's, 85. 
Sphincter cunni, 8. 
Spinal irritation in hysteria, 840. 
Sponge tents, 88. 

tents, method of application, 80. 
tents, reasons for oiscarding, 88. 
Spoon forceps, 248. 

sharp, Simon's, 60, 70. 
Spray, necessity of, 54. 
Stem pessaries m anteflexion, 186. 

pessaries, mode of inserting, 186. 
Stenosis of the external os, 186. 

of the external os, operation 

for, 137, 189. 
of the internal os, 140. 
Sterility in anteflexion, 182, 188. 

narrowness of the os as a cause 
of, 183. 
Suppositories, vaginal, 50. 
Syphilis, 74, 120. 

Tamponade, 57. 

Tampon-carrier, 58. 

Tapping, 822. 

Temperature, necessity for watching, 

50. 
Tenaculum, Byrne's, 66. 

hooks, single and double, 
86. 
Tents, dilatation of the uterus with, 88. 
laminaria, 88, 89. 
sea tangle, 88, 80. 
sponge, 88. 
tupelo, 88, 40. 
Test tampon, 162. 

tampon, Schultise's, 59l 
Therapeutics, general, 55. 



Thermo-OMitery, Paquelin's, 66. 
Thomas's pessary, 200. 
Thompsoif s trocar, 828. 
Toilet of the peritoneal space, 886. 
Topography of the female genitals, 11. 
Touch, the, examination by, 26. 
Transmigration of the ora, 20. 
Transverse obliteration of tbe TUgina 

for fistula, 125. 
Treatment, antiseptic, of gyneooLogical 
wounds, 46. 
of septic gynecological 
wounds, 47. 
Trocar of Fritsch, 880. 

of Spencer WsUs, 880. 
Thompson's, 828. 
Tube, Fallopian, anatomv of, 6. 
Tuberoolosis of the bladder, 115. 
of the vagina, 100. 
of the uterus, 264. 
Tubes, Fallopian, danger of forcing 
fimds through, 69. 
Fallopian, diseases of the, 296. 
Fallopian, inflammation of the, 

297. 
Fallopian, new-fonnations of 

the, 298. 
Fallopian, position of, 14. 
sounding of the, 81. 
Tupelo tents, 88, 40. 

Ureter, injury of, during fistula opera- 
tion, 125. 
Ureters, anatomy of, 9. 
Urethra, anatomy of, 2, 8. 

caruncuJso of the, 126. 
diseases of the, 127. 
fissure of the, 127. 
prolapse of the mucous mem- 
brane of the, 128. 
syphilitic ulceration of the, 

129. 
varicose dilatation of the, 128. 
Urethritis, gonorrhoeal, 127. 

traumatic, 127. 
Uterine rods, 62. 
Uterus, absence of, 184. 

adenoma of the, 262. 
anatomy of the, 4. 
anteflexion of the, 179. 
anteflexion of the, witii pio* 

lapse, 210. 
anteversion of the, 188. 
arrests of development of the, 

130. 
at the end of the puerperium; 

perineal rupture, 205. 
bicomis duplex separatus, 182. 
bicomis duplex, vagina duplex, 

131, 132. 
bicomis seu arcuatus, 182. 
bicomis imicollis, 182. 
bicomuity of the, 182. 
biforis, 182. 

biloculans duplex, 182. 
bilocularity of the, 182. 
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UteruB, bipartitas. 184. 

catarrh of the internal sorfooe 
of the, 161. 

carcinoma of the, 249. 

containing several myomata, 
226. 

defect of the, 185. 

didelphys, 182. 

dilatation of the, forcible, 42. 

dilatation of the, mechanical, 
41. 

dilatation of the, Schroeder's 
method^ 42. 

dilatation of the, with tents, 88. 

dislocations of the, 179. 

echinococcus of the, 264. 

extirpation of the, 260. 

fibrinous polypus of the, 264. 

free hsBmatoma of the, 264. 

hjrpoplasia of the, 186. 

incuaiformis, 182. 

infantile, 186. 

inflammation of the, 151. 

inversion of the, 210, 222. 

malformations of the, 180. 

mucous pol;^us of the, 262. 

new-formations of the, 226. 

physiological mobilify of the, 12. 

position of the, 12. 

prolapsus of the, 204. 

rarer displacements of the, 225. 

retroflexion of the, 194. 

retroflexion of the, with pro- 
lapse, 210. 

retroversion of the, 191. 

rudimentary solid, 184. 

sarcoma of the, 261. 

septus, 132. 

stenoses of the, 186. 

Bubseptus, 182. 

tuberculosis of the, 264. 

unicornis dexter, 188. 

tmicomis sinister, 188. 

Vagina, anatomy of, 8. 

carcinoma of the, 99. 

cysts of the, 99. 

diseases of the, 92. 

granulated, 98. 

inflammation of the, 92. 

myoma of the, 100. 

new. formations of the, 99. 

sarcoma of the, 100. 

tuberculosis of the, 100. 
Vaginismus, 100, 841, 848. 
Vaginitis, 92. 

adhaesiva, 98, 95. 



Vaginitis, diphtheritic, 95. 
enoliative, 95. 
granulosa, 95. 
treatment of, 97. 
Vesioo>vaginal wall exposed in the 

speculum, 121. 
Vesico-uterine excavation, 5. 
Vessels of the female generative organs, 

9. 
Vicarious menstruation, 19. 
Vomiting, hysterical, 842. 
Vulva, anatomy of the, 1. 

carcinoma of the, 81. 
cysts of the, 84. 
diphtheria of the, 77. 
diseases of the, 71. 
eczema of the, 77. 
elephantiasis of the, 82. 
gangrene of the, 76. 
herpes of the, 77. 
inflammations of, 74. 
lesions of the, 84. 
lipoma of the, 84. 
lupus of the, 84. 
malformations of the, 71* 
myoma of the, 88. 
new-formations of the, 80. 
noma of the, 77. 
pi^illoma of, 80. 
svphilitio affections of the, 75. 
thrombus of the, 77. 
Vul-itis, 74. 

diabetic, 75. 
diagnosis of, 78. 
etiology and pathological ana- 
tomy of, 74. 
follicular. 77. 
gonorrhoic, 76. 
scrofulous, 77. 
symptoms of, 77. 
treatment of, 79. 

Wedge-shaped excision, 189. 
Wells's artei^y-forceps, 881. 

ovariotomy forceps, 882. 
trocar, 830. 
Winckel's colporrhaphy, 220. 
Wire ^craseur, 247, 263. 
Wounds, antiseptic treatment of gyne- 
cological, 46. 
treatment of septie gyneoo* 
logical, 46. 

Xenomenia, 19. 

Zwanck^s pessary, 217. 
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